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INTRAPERITONEAL RUPTURE OF THE 
BLADDER. 
By H. O. Wacker, M.D. 
DETROIT, MICHIGAN. 


Published accounts of rupture of the bladder are 
infrequent, about four a year reported according 
to Horwitz. Many surgeons of large experience 
never see a case through their entire career, and few 
observe more than two or three. The death record 
has been appalling. A recent report of twenty- 
three cases taken from the records of Cook County 
Hospital, Chicago, by Besley in Surgery, Gyne- 
cology and Obstetrics for April, 1907, says (al- 
though no date is given) that the records 
show only about two cases a year. Nine thousand 
surgical cases are cared for yearly at this institu- 
tion. Of the twenty-three cases, eighteen died, a 


‘death record of over seventy-eight per cent. Only 


one operator (Thompson) did two of these oper- 
ations, with one death and one recovery. 

Alexander in his collection of fifty-four cases 
gives a death record of forty-eight per cent. 

Jones states that in thirty-two cases published 
before 1903, the mortality was sixty-three and one- 
half per cent., while in twenty-two cases reported 
since, fifteen recovered—a death record of twenty- 
seven and one-half per cent. This undoubtedly is 
due to earlier recognition, better technic and prompt 
operative treatment. 

Rivington (1883) in giving his course of Hun- 
terian lectures upon this subject, says that most sur- 
geons gave it as their opinions that introperitoneal 
rupture of the bladder was fatal under any treat- 
ment. While there have been several first success- 
ful cases reported, they can all be regarded more 
as recoveries of chance than of a logical and definite 
surgical procedure. 

McCormack (in 1886) reported two successful 
operations for intraperitoneal rupture with suture. 

H. H. Grant of Louisville (in 1888) undoubtedly 
did the first successful suture case in America. 

The writer has had experience with four cases of 
intraperitoneal rupture of the bladder. The first 
two can be disposed of briefly, as the complications 
were so great as to prove fatal in a few hours. 


years, fell from the top of a telegraph pole, striking 
a hitching post and stone sidewalk, causing fracture 
of the skull, arm and leg. The abdomen showed 


CasE 1. (June, 1880). Male, aged twenty-five 
evidence of severe contusion. The fractures -re- 
ceived the greatest attention at first, but that even- 
ing after catheterization the urine was markedly 
bloody, and as the patient complained of intense pain 
in the lower abdomen with increasing tympany, a 
laparotomy was done and the abdomen was found 
full of feces and urine containing considerable blood. 
The small intestine was torn in two at two different 
points, and the bladder raggedly torn at its fundus, 
and while attempting to close these rents the patient 
died. 

Case 2. (1894). A boy, aged six years, was 
run over by a heavy dirt wagon. I did not see him 
until the next evening, when I did a laparotomy. 
Evidence of peritonitis was present. I found a rup- 
ture of the small intestine, where it had been 
crushed between the prominence of the sacrum and 
wheel. The bladder was slightly torn. I closed up 
the intestine after resection, also the bladder, using 
fine silk. He died before morning. 

CasE 3. (May, 1895). A young woman was 
shot with a twenty-two-caliber rifle ball above and 
to the right of the symphysis, in a direction down- 
ward and to the left, through the anterior and poste- 
rior bladder wall into the rectum. A laparotomy 
was performed five hours afterwards. The bladder 
perforations were closed with difficulty. The closing 
of the opening in the rectum was not successful, as 
was shown on the third day by the escape of fecal 
matter through the drainage. Peritonitis rapidly 
developed and she died on the fifth day. 

Case 4. William S., colored, aged thirty-five 
years, single, expressman. Was admitted to St. 
Mary’s Hospital in the evening, November 11, 1906, 
under the influence of liquor. 

History—While carrying a keg of beer into a 
cellar he slipped and the keg struck his abdomen 
with great force. After entering the hospital he 
complained of intense pain over the whole abdomen, 
particularly above the symphysis. There was con- 
siderable shock, as indicated by a pulse of 60, tem- 
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perature 96, and respiration 20. He complained of 
an intense desire to urinate, but could not succeed in 
the act. A soft rubber catheter, however, drew off 
slowly fifteen ounces of very bloody urine. For 
several hours before the accident he had not urin- 
ated, and had been drinking freely during the day. 
Pressure over the bladder was exquisitely painful, 
A diagnosis of intraperitoneal rupture of the blad- 
der was apparent, and an immediate operation sug- 
gested, which he declined. The next morning, when 
I saw him, his temperature was 99.6°, pulse 54, res- 
piration 28; abdomen rigid and tympanitic. More 
bloody urine was withdrawn with a soft catheter. 
The nausea and pain had increased; he still re- 
fused operation. In the meantime he was kept 
quiet with anodynes and the removal at intervals of 
an ounce or more of bloody urine. The next morn- 
ing, November 13th, he consented to the operation, 
which was done at II A. M. 

Operation—A median incision about four inches 
in length was made from the symphysis upwards. 
Ecchymosis was marked and observable beneath the 
peritoneum. On opening it a large amount of urine 
and blood clots escaped. While there was no evi- 
dent peritonitis, the peritoneum was ecchymotic and 
injected. After careful moist mopping of the peri- 
toneal cavity, a ragged opening into the bladder was 
noticed to the right of the fundus and somewhat 
posteriorly, admitting easily four fingers. The open- 
ing had a blown-out, explosive appearance. After 
walling off the site of the operation with a long 
gauze pad, I put the patient in a moderate Trendel- 
enburg position. The patient had been previously 
put under the influence of three tablets of hyoscin, 
morphin and cactin. Only a few drops of chloro- 
form were used during the operation, which took 
one hour and ten minutes. The ragged edges of the 
bladder wound were clipped off with scissors, mak- 
ing an elliptical wound three inches in length. Guy 
sutures were introduced at each end of the ellipse 
to hold it while the sutures were introduced. A 
button-hole single suture of fine silk on a fine needle 
was used. The sutures were introduced with the 
view of approximating the muscular and peritoneal 
layers. The first suture was reinforced with a 
second through the peritoneal coat only. Mopping 
out the peritoneum carefully, the guy sutures were 
withdrawn and a large cigarette gauze drain intro- 
duced well down behind the bladder. The peritoneal 
incision was approximated with iodin catgut and 
the fasciae with the same. Two guy silkworm-gut 
sutures were introduced outside the peritoneum, the 
skin finally being closed with the button-hole horse- 
shair suture. A No. to silver catheter was then in- 


troduced and tied into the bladder for drainage, and 
connected by. tubing which emptied into a large 
glass bottle. For a few days after the operation 
his condition was ideal ; then his temperature rose to 
102.4°, pulse 120, and respiration 36. He expecto- 
rated a large amount of rusty and bloody sputum. 
indicating a pneumonic condition of most of the left 
lung. These symptoms subsided in about a week, 
and he made an uneventful recovery, walking out of 
the hospital November 30, 1906. The abdominal 
drainage was removed on the sixth day and the ca- 
theter on the eighth, when all stitches were also re- 
moved. Aside from a slight urethral irritation, he 
passed urine without much trouble. I saw him two 
weeks after leaving the hospital, when he was as 
well as before the injury. 

Eriococy.—The etiological factors in rupture of 
the bladder are predisposing and exciting. Among 
the predisposing causes are diseases of the genito- 
urinary tract, including prostatic enlargement, fre- 
quent overdistention of the bladder wall, stricture of 
the urethra, bladder wall ulceration. Alcoholism 
is, however, the most frequent predisposing cause. 
A majority of the cases reported occurred in per- 
sons under the influence of liquor or habitually ad- 
dicted to the use of alcohol in some form. A man 
drunk is a fit subject for bladder distention. Trauma 
in some form or another is the principal exciting 
cause consisting of falls, kicks, blows, collisions, 
gunshot wounds, etc. A series of experiments have 
been made from time to time by different investiga- 
tors (on animals and cadavers) by distending the 
bladder with air or water and applying direct or 
indirect force. It has been shown that the bladder 
will give way at its weakest point, which varies 
in different cases. Usually the rupture occurs poste- 
riorly ; yet at times it does so anteriorly. A bladder 
must be filled more or less with urine in order to be 
ruptured by force, except in crushing accidents of 
the pelvis. The line of rupture varies as to direc- 
tion whether the force is sudden with direct or 
gradual pressure. 

The pathological findings consist of: 

First. Hemorrhage, mild or extensive, rarely 
fatal in itself. 

Second. Escape of urine into the peritoneal 
cavity, followed generally by a progressive peri- 
tonitis, except when the urine is sterile, which un- 
doubtedly existed in Case 4 of the preceding report. 
Extravasation of urine, as in anterior rupture, quicl:- 
ly results in sloughs, as is often seen in rupture of 
the urethra into the perineum. Conditions are very 
much aggravated when a fracture of the pelvis oc 
curs. Symptoms similar to those in the above re- 
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ported cases should lead one to suspect, if not abso- 
lutely diagnose, an injury to the bladder demanding 
quick surgical work. More lives are being saved 
daily by prompt abdominal section whether an ac- 
curate diagnosis has been made or not. Clinical 
phenomena are more to be relied upon than dilatory 
test work. 

The passage of a catheter will indicate pretty 
clearly the bladder contents and its condition. Gas, 
air or water introduced into the bladder is unreli- 
able and often dangerous. 


TecHNic.—Intraperitoneal rupture of the bladder 
demands prompt surgical attention, that is, a clean 
laparotomy with a technic similar to that described 
in Case 4, namely: 

First. A median incision of three or more inches. 

Second. A thorough moist gauze mopping out of 
the peritoneal cavity. 

Third. An accurate approximation of a clean cut 
tear of the bladder wall with interrupted sutures of 
fine silk. 

Fourth. Always drain the peritoneal cavity by 
introducing a good sized cigarette gauze drain well 
down behind the bladder. 

Fifth. Lastly, introduce a silver catheter into the 
bladder for continuous removal of urine accumula- 
tion. 


FRACTURES OF THE FEMORAL NECK. 


Impacted fractures of the femoral neck in good po- 
sition require no treatment but rest if the impaction 
remains. Should marked deformity exist, as indicat- 
ed by shortening, eversion, or inversion, the impac- 
tion should be broken up, and reduction accomplish- 
ed and maintained. While the main part of the ante- 
rior capsule passes from the rim of the acetabulum 
to the intertrochanteric line, there are many strong 
fasciculi passing between the femoral neck and the 
capsule on the anterior as well as on the posterior 
surface; these are so many and strong that even 
in cases in which the femoral neck is comminuted 
and the capsule one-half destroyed, if traction be 
made sufficiently strong in line with the normal 
position of the femoral neck all fragments will be 
at once aligned, and if the traction be made con- 
tinuous reduction must remain permanent and union 
will be certain if the patient lives four weeks. In 
almost all cases the capsule is not extensively lacer- 
ated unless unwarranted manipulation is done, so 
that if the anatomic method is followed the capsule 
acts not only by its sleeve-like adjustment but by 
aid of the fasciculi to maintain the fragments in 
position —C. E. Rutu in The Therapeutic Gazette. 


SURGICAL FEATURES OF TYPHOID 
FEVER.* 
By Hat. C. Wyman, MLD., 


Professor of Surgery, Michigan College of Medicine 
and Surgery, 


DETROIT, 


The mortality from typhoid fever ranges from 
five to ten per cent. of all cases reported.  One- 
third of the deaths are said to be due to either 
hemorrhage or perforation, and the remainder are 
probably lost because of meningeal, pleural, gall- 
biadder or medullary infections. There is, how- 
ever, no part of the human body, except it be the 
appendages of the skin, in which the typhoid bacillus 
may not be found, and so widespread is the diffu- 
sion of the typhoid infection that it is doubtful 
whether the popular limitation of the disease to the 
intestine is fairly correct. However, such a large 
proportion of the cases of typhoid fever exhibits 
ravages incident to the disease in that portion of 
the ileum nearest to the cecum that we commonly 
speak of typhoid fever as intestinal ulceration, but 
we must not forget that organs widely remote from 
the intestine are frequently the seat of morbid proc- 
esses incident to but not necessarily secondary to 
the intestinal lesions. For example, not infrequently 
a meningeal complication is associated with intes- 
tinal ulceration. Again, a pleurisy or a cholecys. 
titis may coexist with the intestinal pathology. It is 
possible that surgery has suffered not infrequently 
from these facts. 

No one likes to open a gall-bladder and drain it, 
even if it is the seat of an empyema, when he knows 
that extensive lesions are present in the intestine and 
that they may break down almost any moment and 
destroy his patient. Nor would he care to open 
the chest to evacuate a pleural abscess when he 
knows that the vitality of the patient is taxed to 
its greatest limit by morbid changes going on else- 
where in the body; but there is enough in the path- 
ology of typhoid fever to justify a surgeon in mak- 
ing a critical study of the disease. 

In hemorrhage we have one of the most common 
causes of death, and surgery may be resorted to to 
control it in two ways. First, direct transfusion as 
advised by Crile. In this operation the sheath of the 
radial artery of a healthy man is opened, and the 
vessel is divided between two clamps. The prox- 
imal end of the vessel is drawn from its bed far 
enough to enable the operator to manipulate it in 
such a -way that after he has opened the median 
cephalic vein in the arm of his patient he can insert 


* Read before the Michigan State Medical Society. 


| 
, 


AMERICAN 
JOURNAL OF SURGERY. 


196. 


WyMAN—SuRGERY OF TYPHOID. 


July, 1907. 


the end of the radial artery into the vein, remove the 
clamp and allow the healthy blood of the donor to 
pour steadily into the collapsed veins of the typhoid 
patient. The other operation consists in doing an 
enterostomy of the ileum about one foot from the 
cecum, and through this opening washing out the in- 
testine with astringent solutions, adrenalin, silver 
nitrate or alum and vinegar, for example. In case 
the bleeding points are seen they may be clamped 
with hemostats through the enterostomy wound and 
ligated. 

Perforation of the intestine commonly occurs sud- 
denly and complicates the typhoid case most seri- 
ously, although we should not be unmindful of the 
fact that Nature sometimes remedies perforation. 
If the opening happens to be very small, the omen- 
tum will find its way to it and securely plug it, but 
there are a good many cases in which no such for- 
tunate result can be expected, and these should be 
operated upon. I realize that it is much easier to 
make this declaration than it is to define the symp- 
toms and signs by which the surgeon may be reason- 
ably sure of the presence of a perforation. We must 
recognize a number of data which have been gath- 
ered at the bedside and in the postmortem room and 
which have a strong bearing on the diagnosis of in- 
testinal perforation in typhoid fever. The lesion is 
most commonly found within a foot of the cecum, 
in the ileum. It occurs most frequently in the second 
week of the disease. It is characterized commonly 
by severe pain localized in the region between the 
umbilicus and the crest of the ileum. It is also char- 
acterized by muscular resistance in this region. 
Pulse, temperature, leucocytosis and blood pressure 
may all have a bearing upon the diagnosis of per- 
foration; but pain, unusually sudden in its onset, 
more or less shooting and lancinating, with the re- 
sistance of the muscle, and diminished movement of 
the muscles in the right side of the abdomen syn- 
chronous with respiration, are the surest and safest 
guides to the condition. Then the surgeon should 
anesthetize his patient with chloroform or ether and 
make an incision at the outer border of the right 
rectus, commencing a little below the umbilicus and 
carried downward about two inches. Through this 
opening the finger, wrapped with gauze, should be 
introduced and the abdominal cavity round about the 
wound carefully wiped to determine the presence of 
escaped intestinal contents; then a loop of the ileum 
should be drawn into the wound and searched for 
perforation, but this search should not be extensive 
throughout the whole length of the ileum. If intes- 
tinal contents have escaped, they ought to be found 
in the immediate vicinity of the incision in the ab- 


dominal wall, and in case a perforation is found the 
knuckle of the intestine containing it should be su- 
tured in the wound, making an enterostomy, leaving 
a space containing a gauze drain sufficiently com- 
pact to prevent the escaping contents of the intes- 
tine from entering the cavity of the abdomen. Then 
the remainder of the wound in the abdominal wall 
may be closed with suture, and gauze and dressings 
applied to take up the intestinal discharges as they 
occur. At least twice every twenty-four hours the 
intestine above the enterostomy should be washed 
with a solution of nitrate-of silver, two grains to the 
ounce, carried well up into the bowel by means of a 
soft catheter inserted through the enterostomy. 

I know that a good many surgeons in treating 
this topic speak with deliberation of searching for 
the perforation and suturing it (or them, in case 
several are found), but my experience teaches me 
that it is better surgery to treat these cases by a 
prompt enterostomy after making a reasonable ef- 
fort to cleanse the abdomen of escaped fecal con- 
tents. We know that the peritoneum, even in cases 
of typhoid fever, is capable of taking care of a good 
deal of foreign matter if drainage is provided, both 
by means of gauze wicks and by elevation of the 
upper part of the abdominal cavity, so that the fluids 
in the peritoneal cavity may gravitate to the region 
of the drain. 

Empyema of the gall-bladder, as a sequel of 
typhoid fever, calls for prompt surgical inter- 
ference, and an incision should be made through 
the rectus about one inch to the right of the middle 
line of the abdomen commencing at the costal cartil- 
ages. Into this opening the gall-bladder should be 
drawn and sutured to the peritoneum, then opened 
with scissors and a rubber drain about the size of 
a slate pencil inserted. If the gall-bladder is very 
much enlarged, a larger drain may be used, but the 
small one I have mentioned has commonly sufficed. 

In empyema of the chest, sequent to typhoid 
fever, the chest should be opened at the most de- 
pendent point and a portion of the sixth rib (about 
two inches in length) should be quickly resected 
with a strong pair of rongeur forceps. 

Meningeal complications of typhoid are not prom- 
ising, in my experience, with surgical treatment. The 
symptoms indicating this complication are with ex- 
treme difficulty defined, but pain, squint, hemi- 
paresis, are signs indicating a localized meningeal 
complication, following which coma and other indi- 
cations of cerebral compression rapidly ensue. The 
skull may be opened over the fissure of Rolando at 
a point about one inch above the external auditory 
meatus, and with a rongeur the mone may be cut 
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away in any direction giving access to the regions 
involved in the compression. Then the dura may be 
incised and a small drain inserted and purulent or 
sanguineous fluid drawn away. 

Ostitis and periostitis as sequel of typhoid fever 
cell for early surgical interference, and swellings in 
the periosteum which project like nodes upon the 
bone, which are tender to the touch, which fluctuate, 
should be incised cautiously to relieve the tension, 
and in some instances it is necessary to scrape away 
and chisel through the bone to the medullary cavity. 

The constitutional disturbance of osteomyelitis 
may blend so completely with the fever of typhoid 
that one cannot be distinguished from the other, but 
swelling of the periosteum, reluctance to move the 
limb and persistence of the fever after the twenty- 
first day should be a sufficient guide for surgical in- 
terference. Almost any bone in the body may be at- 
tacked during the course of typhoid fever and is 
marked before the guide to a bone or medullary 
complication is found, by the local swellings and 
pains. 

Then there is the typhoid spine, those cases of 
spondylitis or inflammation of the vertebral carti- 
lages sequent to typhoid fever which, in the hands of 
some surgeons, call for the use of plaster of Paris 
jackets, and even incisions for purposes of drainage 
must not be forgotten. I have seen perhaps half a 
dozen of these cases and in every instance they have 
recovered under rest in the horizontal position. The 
symptoms, tenderness on pressure over the spinous 
processes and along the spine, rigidity of the spine, 
curvatures of a high degree, in all instances under 
my observation have led me to think that most of the 
typhoid spines were merely an incident of the gen- 
eral muscular and articular feebleness which char- 
acterizes the period of convalescence from the dis- 
ease. 

I cannot avoid thinking that we ought to 
treat typhoid fever surgically much more frequently 
than we do. I think the lesion, when it can be ac- 
curately determined and localized in an organ sur- 
gically accessible, ought to be treated locally. I 
cannot see any very serious objection to treating all 
cases of serious threatening typhoid, where there is 
no doubt about the bacillus exercising its full viru- 
lence upon the ileum, by enterostomy and nitrate of 
silver solutions. I believe we should anticipate the 
grave dangers of hemorrhage, perforation and the 
frightful sequelz in other organs than the intestine, 
by opening the diseased ileum and suturing it to the 
abdominal wall, keeping it clean and stimulating its 
repair. 

I do not ask that typhoid fever be turned entirely 


over to the surgeon, but I do think that a great 
many of the cases that now terminate in death would 
have a much better chance of recovery if the clean, 
wholesome principles of stirgical practice were more 
rigorously applied to them. 


PLACENTA PREVIA.* 
By Leonarp S. Rau, M.D., 


Attending Obstetrician, City Hospital, 
NEW YORK. 


Surely none of us who do much obstetrical work 
will deny that when we are called to attend a case of 
piacenta previa we are confronted with as grave a 
proposition as one can meet with in the entire do- 
main of medicine or surgery, for the lives of both 
the mother and the child are in imminent danger. 
While it is true that this condition has been recog- 
nized and treated as far back as 1685 when Portal 
described it from an anatomical and clinical stand- 
point, still to-day we dread the outcome in spite of 
all aseptic and antiseptic precautions, in spite of 
our skill as obstetricians and the large clinical ex- 
perience that many have had, in spite of the teach- 
ings both in this country and abroad, for our re- 
sults are often far from gratifying. Owing to the 
fact that this condition has been recognized for so 
many years and that so much has been written on 
the subject, I am unfortunately not able to present 
anything new to you nor anything that will ma- 
terially change the existing statistics. I wish I 
could, but it falls to the lot of but few of us to be 
able to do so. 

In going over the literature and discussing the 
subject with some of our colleagues I find that there 
is still some diversity of opinion, particularly re- 
garding the method of treatment. I shall briefly 
describe the varieties, etiology, symptomatology, 
diagnosis, prognosis and treatment, and present 
some of the latest statistics. 

Placenta previa is no longer considered a rare 
condition for those doing special obstetrical work 
and the obstetrical institutions have occasion to 
see a comparatively large number of cases during 
the course of a year. In former times the statistics 
gave the proportion of about I in 1200. In 1895 
Schoenwald’s statistics of cases in Berlin showed 
1 in 750. In 1899 in Bavaria out of 224,164 cases, 
there were 341 cases of placenta previa, that is, 1 in 
657. Others give a proportion of I in 500, so that 
to-day we can say that 1 in 500 to 600 is about the 
ratio. 


* Read before the Obstetrical Section of the New York Academy 
of Medicine, March 28th, 1907. 
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Burger and Graf, whose excellent article appears 
in the Monatschrift fiir Gebuertshiilfe und Gynako- 
logie for January, 1907, report 344 cases occuring 
in the Frauenklinik of Vienna from 1892 to 1906. 
This report gives a ratio of 1 in 130 cases. This, of 
course, is enormously high. 

The statistics depend on whether the cases are 
taken from hospitals or private practice. In the for- 
mer the cases occur much oftener because these 
cases are the ones that the practitioners are only too 
glad to get rid of and to send to the hospitals. 

We observe that the statistics show, just as in 
cases of tubal pregnancy, that placenta previa is de- 
cidedly more common than formerly. The cause 
is rather difficult to explain especially in this country 
and in France, for as I will show later, frequent 
and rapidly following labors are considered amongst 
the important etiological factors; but to-day we do 
not see women who have many labors, for it is cer- 
tainly an exception to deliver a woman who has 
had more than two or three children. This refers 
particularly to those of us who practice amongst the 
better classes. 

Placenta previa is usually divided into three 
varieties—central (total), partial (lateral, and mar- 
ginal. Some writers even describe a cervical vari- 
ety (Ahlfeld, V’Weiss, E. and W. Ponfick). 

By central implantation we understand the varie- 
ty which covers the entire internal os. This accord- 
ing to statistics is the rarest variety and some few 
even deny its existence. By partial implantation we 
understand that variety in which the placenta only 
covers a part of the cervix, and by the marginal 
variety we mean one which is attached to one side 
enly, in which a small part of the placenta can be 
felt through the cervix if a finger can pass through 
the canal. Hofmeier is not in favor of including 
the marginal variety as a division, because he be- 
lieves that if the ovum is very low and there is a 
low implantation of the placenta, the cervical canal 
being patulous, we can feel the placenta without 
its being attached to the cervix, and therefore the 
case is really not one of placenta previa. 

Doranth’s statistics in 215 cases give the im- 
plantations as follows: 

Central, 26%. 
Lateral, 59%. 
Marginal, 14%. 
Pohl’s statistics in 467 cases give: 
Central, 18.5%. 
Lateral, 64.3%. 
Marginal, 17.1%. 
Burger and Graf describe three varieties, calling 


- them centralis, partialis and lateralis, omitting mar- 


ginalis altogether. 
Their statistics give: 
Central, 18.4%. 
Partial, 36%. 
Lateral, 45%. 


Er1ococy—A ge.—Winckel found that it occur- 
red quite often in women who married late in life 
even in their first confinement, but usually the 
cause is not so much the age as the number of 
pregnancies. Burger and Graf found the largest 
number between 30 and 4o years. Of their 344 
cases, 237 occurred between 30 and 4o. Of these 
86 occurred between 31 and 35. 

Primiparae—In primiparae they found the pro- 
portion 11%. Pohl makes it 8%, and Doranth 
11%. Of the thirteen cases personally reported to 
me by Dr. Edgar, 4 were primiparae. Of 40 cases 
reported to me by Dr. Marx, Io were primiparae. 

Number of Labors.—The varieties are also ef- 


fected by the number of labors. 


Of Pohl’s cases: 


G-7/10% were primipare and 93-3/10 were multi- 
pare, in the central variety. 

8-3/10% were primipare and 91-7/10% were multi- 
pare in the lateral variety. 

10% were primipare and 90% were multipare in 
the marginal variety. 


Of Strassmann’s cases: 

17% were primipare and 83% were multipare in 
the central variety. 

14% were primipare and 86% were multipare in 
the lateral variety. 

16% were primipare and 84% were multipare in 
the marginal variety. 


Implantation of Ovum.—The lower the ovum is 
implanted the more the likelihood of a placenta 
previa. This implantation may be due either to 
conditions in the ovum itself (Hofmeier), or 
changes in the mucous membrane of the uterus, 
these changes being produced by a severe catarrhal 
endometritis causing a profuse discharge which may 
pull the ovum down, and thus cause it to assume a 
low attachment, or else may be due to a dilatation 
of the uterus with relaxed walls as a result of many 
labors at short intervals, abortions, previous pla- 
centa previas, twin pregnancies, operations for ab- 
normal presentations or manual extraction of the 
placenta. In the cases of twins or triplets where 
there may be more than one placenta it is easy to 
understand that one may be a previa. 

Strassmann found in 476 cases of twins, 11 of pla- 
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centa previa. That is 1 in 41 as against the usual 
1 in 500. Women doing much manual work are 
prone to placenta previa, partly on account of the 
work itself and also because the uterus does not 
have a chance to undergo subinvolution, because of 
their early rising from bed after delivery and im- 
mediately beginning their work and, furthermore, 
because this is the very class of women who have 
many pregnancies ac very short intervals. I would 
offer as an additional etiological factor to explain 
why placenta previas are more common now than 
formerly—that the women of to-day so often have 
abortions performed or perform them themselves 
because they do not want a child shortly after mar- 
riage, or after having had one, they do not want a 
second for a long while. Consequently they get rid 
of the product of conception and as this may hap- 
pen many times, it explains to my mind why, when 
they do allow the pregnancy to go on to term, the 
case is likely to be one of placenta previa. 


Symptoms—Hemorrhage is the most prominent 
symptom. It may be so severe as to immediately 
endanger the life of the woman, or be so slight that 
little or no attention is paid to it. It may appear in 
the early months of pregnancy, but is rare before 
the sixth month. Some authorities believe that 
placenta previa is often the cause of abortion. Hof- 
meier in particular disagrees with this view. 

The bleeding may appear, then stop and come 
en again from time to time. When severe it usually 
indicates the beginning of labor, or if it does not 
set in we are often compelled to induce labor. The 
cause of the bleeding is either a partial separation 
of the placenta or an opening in the intervillous 
spaces, or possibly the two combined. Owing to 
the site of the placenta, when a uterine contraction 
takes place the hemorrhage is likely to be increased, 
because the contraction usually occurs above the 
placental attachment. 

The most dangerous form of hemorrhage occurs 
in cases of placenta previa centralis, because there 
is not the preliminary dilation of the cervical canal 
which usually occurs in the other varieties, and 
this hemorrhage may be concealed until the woman’s 
condition becomes desperate. Examination of a 
case of placenta previa frequently reveals a faulty 
position of the fetus, or the presence of twins. Per 
vaginam we find, as a rule, the cervix softer than 
in normal cases and frequently patulous, readily 
admitting a finger, and fortunately for the woman, 
is readily dilatable, so that if necessary, active 
measures can at once be taken to terminate the 
labor. 


Dracnosis—This is usually easy, for the hem- 
errhage indicates an abnormal condition, and as 
stated above the vaginal examination reveals an 
open cervical canal through which the placenta can 
be felt. It must be differentiated from a premature 
detachment of a normally implanted placenta with 
hemorrhage, and from a large blood clot covering 
the os interum. Also it must be differentiated from 
an abnormally low implantation of the placenta. I 
have several times been able to make a tentative 
diagnosis of placenta previa by external examination 
alone, by finding on inspection of the abdomen a 
very distinct depression just above the symphisis. 


ProGNosis.—The prognosis for the child is 
always very grave, in spite of all the methods that 
have been adopted and can be explained partly on 
account of the frequency of the cases being prema- 
ture, or by the position being abnormal, or by the 
necessity for operative interference; and lastly be- 
cause of the universal belief that the mother’s life 
is to be considered before that of the child. For 
the woman, the prognosis depends on a variety of 
conditions. If the hemorrhage comes on suddenly 
and is severe and operative measures cannot be 
carried out at once, then the danger is very great. 
She is also much more prone to septic infection due 
to the site of the placenta, and to operative inter- 
ference, including the manual extraction of the 
placenta, frequent examination which may have 


been made by several physicians before she is finally 


delivered. The prognosis is also largely dependent 
on the method of delivery adopted. 

Strassmann reports 229 cases with 22 maternal 
deaths. 

Doranth reports 216 cases with 20 maternal 
deaths. 

Pohl reports 467 cases with 18 maternal deaths. 

Boss reports 133 cases with 12 maternal deaths. 

Burger and Graf report 342 cases with 20 ma- 
ternal deaths. 

Edgar sent me a report of 13 cases with 2 ma- 
ternal deaths. 

Marx sent me a report of 40 cases with 4 maternal 
deaths. 


TREATMENT.—Treatment is divided into expec- 
tant and operative. 

If a woman has slight bleeding in the sixth or 
seventh month which yields at once to rest in bed, 
we can leave her alone with the warning that she 
must keep very quiet, exercise as little as possible, 
and do no manual labor, at the same time giving 
her explicit instructions that should the bleeding 
start again, she should take to her bed and procure 
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medical aid as quickly as possible. She must be 
under constant surveillance. If the bleeding con- 
tinues, but not profusely, we can tampon the va- 
gina and cervix tightly under strict aseptic precau- 
tions and await further developments. 

It is in the severer forms of hemorrhage when in- 
terference becomes imperative, yet life saving, that 
there is some diversity of opinion as to what are the 
best methods of procedure for the mother and child, 
but especially for the mother. The method adopted 
will often depend on the existing condition. One 
should inquire as to whether the cervix is patulous 
or tightly closed, whether the placenta is central or 
lateral, how much blood has been lost before com- 
ing under observation, what condition the woman 
is in, what is the position of the fetus, whether it 
is viable or dead. When the cervix admits one or 
two fingers and is easily dilated some recommend 
manual dilatation, version or forceps and immedi- 
ate delivery. This may favor the prognosis for the 
child, but it greatly increases the danger to the 
mother, for we often find the cervix so soft that 
a tear into the uterus or broad ligament is very 
likely to occur. The temptation to hasten the ter- 
mination of labor is naturally very great, but per- 
sonally I am not in favor of this method. I 
prefer the method which is also strongly recom- 
mended by Hofmeier, Burger and Graf, Dorman 
and others—namely to introduce a bag (Voorhees 
modification of Champetier de Ribes’, Colpyreun- 
ter’s or Pommeroy’s). This usually stops the hem- 
orrhage and causes dilatation. After sufficient di- 
latation has taken place then I perform version in 
head or transverse presentations, bring down a foot 
(perforating the placenta if in a central position in 
the manipulation), attach a weight to it, allow the 
breech to act as a tampon and leave the delivery to 
nature. The results for the child may not be as 
brilliant as in the rapid method, but they are in- 
finitely better for the mother. When this method 
does not control the hemorrhage we must of course 
terminate the labor by immediate delivery, and if 
necessary pack the uterus after the placenta has 
come away or been extracted manually. When the 
cervix is not patulous rapid dilation by the Harris or 
Bozzi dilator must be considered. 

Some prefer Cesarian section—vaginal or abdom- 
‘inal. When we consider the serious condition in 
which the woman is likely to be, how exsanguinated 
she is, that she is already in profound shock, it 
_ seems questionable whether it is desirable to add 
to her condition by an abdominal operation, or the 
difficulty and likelihood of greatly increased bleed- 
ing during a vaginal section. There may be ex- 


ceptions of course, as in case of a combination 
of eclampsia with placenta previa, or in a primi- 
para with a very tight and rigid cervix bleeding 
sc profusely that any delay would mean the loss of 
the woman’s life. If, however, the cervix admits 
a bag, it seems much better and safer to adopt this 
method. This usually stops the bleeding, acts as a 
dilator, and gives the woman a chance to react from 
shock due to loss of blood. When later operative 
interference becomes necessary she is in a much 
better condition to stand it. 

During delivery it may be necessary to stimulate 
freely, to do a transfusion or hypodermoclysis, or 
to give a high saline enema with whiskey or brandy 
immediately after the delivery. The placenta has 
frequently to be detached manually. The patient 
must be watched closely for many hours after- 
wards and any tendency toward relaxation of the 
uterus overcome by ergot hypodermatically in some 
form, by intrauterine douches (120° F.) of acetic 
acid (5i to 2 qts.), and if necessary to pack the ute- 
rus firmly with gauze for 24 hours. 

In every case I give hot douches, a hypodermic 
injection of aseptic ergot and make my nurse hold 
the uterus for at least two hours. If the delivery 
has been operative, it is very important to inspect 
the cervix and vagina to see if there are any bleed- 
ing points, and if there are, to secure them. After 
treatment consists of prolonged rest in bed, no ex- 
citement (mother usually not being allowed to at- 
tempt nursing), tonics, etc. 

It is hardly necessary to impress upon you ‘the 
importance of the greatest aseptic precautions in 
our manipulations in cases of placenta previa, for 
it is a most unfortunate occurrence to pull a woman 
safely through a difficult labor and then have her 
succumb to sepsis. 

It is an open question whether we are not justi- 
fied in advising a woman against becoming preg- 
nant again, if she has been safely delivered of a 
living child, thus not allowing her to take the 
chances of another placenta previa with all the 
risks that this condition entails. 

161 West SevENTY-FOURTH STREET. 


Earty SyMPTOMS IN APPENDICITIS. 


It is unfortunately the case, as is again and again 
exemplified in the experience of every surgeon, that 
often the earlier symptoms give no clue to the real 
extent of the damage which the appendix has sus- 
tained, or of the imminence of diffused peritoneal 
infection—Lewis S. PitcHer in the Long Island 
Medical Journal. ‘ 
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At the outset of a paper read before the Medico- 
Chirurgical Society of Montreal in November, 1906, 
reporting my thirty-fifth and thirty-sixth cases, I 
said: “It is a strange coincidence which has been 
remarked by many operators that one may pass a 
year without meeting with a case of tubal preg- 
nancy and then have two or three of them in as 
many months.” This was the writer’s experience, 
for after passing more than a year without one, he 
has had no less than five within the last twelve 
months. All of these cases except the last four 
have been published as they occurred from time to 
time, and the reports. of them, it may be hoped, have 
made the practitioners who read them, all over the 
country, more keenly on the lookout to detect the 
condition and thereby save many lives. 

CasE 35.—Mrs. B., 24 years of age, came to the 
Samaritan Hospital in the ambulance on the 6th of 
July, 1906. She was a delicate little woman, who 
had been married at eighteen and had had four chil- 
dren, the last one two years ago. She had enjoyed 
fairly good health until a few weeks before admis- 
sion, when she was obliged to take to bed on account 
of a severe pain on her left side. She believed that 
she was pregnant about two months, but felt dif- 
ferently from what she had felt at her other preg- 
nancies. After a few days in bed she began to be so 
weak that she became alarmed and sent for her 
family physician, Dr. Sylvestre, who was formerly 
my assistant and had helped me with at least a dozen 
operations for tubal pregnancy. Dr. Sylvestre had 
already diagnosed nine cases, five of which he had 
sent to the writer and four others having occurred 
during the writer’s absence from the city, he had 
sent to other operators. So when Dr. Sylvestre was 
called to a woman who thought herself pregnant, 
who had a pain in her side, and who had blanched 
lips and a pulse of 120 to 140, he came to the con- 
clusion that she was having an internal hemorrhage. 
On examination of the pelvis he found the uterus 
the proper size for that state of pregnancy, but he 
aiso found a boggy mass on the left side which was 


exceedingly tender. He insisted upon an immediate 
consultation, which was held at 11 A. M., on the 
6th of July. His diagnosis was confirmed, for the 
look of the woman and the condition of the pulse 
added to the peculiar boggy feeling of the mass in 
Douglas’ cul-de-sac, left little room for doubt, and 
her removal in the ambulance to the hospital was 
strongly advised. It took all of his time, however, 
during the rest of the day until 8 P. M., to overcome 
the difficulties which were thrown in the way of her 
removal to the hospital, but at last she arrived there 
at 9 P. M., when she was taken at once to the oper- 
ating room and hastily prepared, as by this time her _ 
pulse was over 140. On opening the abdomen a 
good deal of bright red blood gushed out, but fur- 
ther loss of blood was at once arrested by clamps on 
the ovarian and uterine arteries. The uterus which 
was pregnant was handled very gently, and as little 
as possible. The source of the hemorrhage was _ 
found to be a tear of the left tube near the uterus. 
The tube and ovary which were matted together — 
were removed en masse, as it would have been diffi- 
cult to separate them, but the right ovary and tube — 
were not even examined owing to the patient’s ur- 
gent condition. About a half a gallon of clots and 
blood were scooped out with the hands and then, al- 
though about a quart still remained, it was thought 
best to lose no more time in getting her off the table. 
Half a gallon of salt solution was poured in and the 
abdomen was just about to be closed when in pulling 
down the omentum a little fetus of about 6 months 
was found near the liver. 

Her urine was drawn just before the operation 
and when it was examined, an hour or two later, 
it was found to be loaded with albumen. The pulse 
after, and her temperature, which had been 97° 
came down to 120 the next morning and 100 the day 
before the operation, rose to normal. A few days 
later there was a miscarriage of the pregnancy in the 
uterus, during which a considerable quantity of 
blood was lost and which necessitated a great many 
salt solution enemata, which were kept up during a 
whole week. We were obliged to raise the foot of — 
the bed on account of the anemia, which was not 
very good for drainage. Fortunately there were no 
septic symptoms. She had an anxious convalescence, 
for during the next few weeks we had to contend ~ 
with a distention which seriously interfered with — 
her heart and for which we gave an average of ten 
grains of quinin a day. All kinds of stimulating 
enemata were tried but without avail until it gradu- 
ally went down under thirty to forty grains of asa- 
fetida a day. Almost no morphin was used, but she © 
received a 1/30 of a grain of strychnin three times a _ 
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day for three weeks. A curious thing about the dis- 
tention was that she remained distended even when 
her bowels were moving four or five times a day. 
She went home in four weeks and is now being 
treated by Dr. Sylvestre for the kidney condition, 
principally by milk diet. This is the only case of 
intra- and entra-interim fetation the writer has met 
with. 

An interesting question in connection with this 
case is this: Does Dr. Sylvestre have more cases of 
tubal pregnancy in his practice than his neighbors 
who never diagnose any, or do those of his neigh- 
bors who have an equally large practice have nine 
cases which they failed to recognize, and for whose 
deaths they gave certificates of heart failure or acute 
indigestion? The writer knows of at least two cases 
of tubal pregnancy which were saved by operation 
and which had been so incorrectly diagnosed. He 
believes that the condition is more frequent than is 
generally supposed, and he hopes that by reporting 
these cases, as they occur from time to time, his 
brethren in general practice will come to recognize 
them more early and more often. 

Case 36.—Mrs. S., dropped into the writer’s clinic 
at the Montreal Dispensary on a Thursday for the 
first time. She had had a pain in her side for sev- 
eral weeks and meeting a friend on the street who 
was coming to the Dispensary, she came along with 
her. She objected to the routine examination which 
every new case has to undergo there, but when ex- 
amined and told that she had a tubal pregnancy 
and that she would have to enter the hospital that 
night and be operated within a day or two, she was 
quite dazed. She was given an admittance slip to 
the Western Hospital, and fortunately the house 
surgeon on duty made room for her for, while going 
up to bed, the tube ruptured and she had her first 
hemorrhage. As she felt somewhat better on Fri- 
day, and as the writer was engaged at another 
hospital for that day, she was held over till Satur- 
day, when the abdomen was opened in the presence 
of several members of the staff. On reaching the 
peritoneum the diagnosis was confirmed for the 
dark blood could be seen through it. It was quickly 
opened, several handfuls of clots were removed, and 
then a distended tube, about the size of a pear was 
tied off and removed. The diagnosis at the dispen- 
sary rested entirely on the pelvic examination; a 
painful mass in the left side in a woman who be- 
lieved herself two months pregnant, but whose 
uterus was empty. Rupture had not taken place 
ai that time for the mass was as clearly defined as 
a pus tube and there was an absence of that boggy 
feeling in Douglas’ cul-de-sac which we always feel 


when the hemorrhage has been going on for a few 
days. This patient has made a rapid recovery, her 
pulse and temperature were normal the day after 
her operation and have remained so since. She 
did not require any morphin, she had no vomiting 
and no distention. Her case is a telling argument in 
favor of early operation, if possible before rupture. 
She has only one complaint and that is, that she has 
her other ovary and tube still, with a possibility of 
another tubal pregnancy which at her age, nearly 
forty, is not an attractive proposition. In Case 35 
the other tube and ovary were left because there was 
no time to even look at them owing to the patient’s 
desperate condition. In Case 36 the other ovary was 
examined and found to be cystic; the cysts were 
opened and some excised, but the ovary and tube 
were left, in deference to the almost irresistible, but 
as the writer thinks, mistaken current of profes- 
sional opinion which passes under the name of con- 
servatism. 

Case 37.—Dr. Sylvestre telephoned me about the 
end of April, 1907, to see in consultation with him 
what he believed was his tenth case of tubal preg- 
nancy. He reminded me that he had sent her in 
to the Samaritan Hospital some six months pre- 
viously to be operated on for what at that time was 
thought to be a fibroid tumor. She had been mar- 
ried twenty years without ever having been preg- 
nant and as her menstruation had left her at the age 
of forty-four, it was thought very naturally that it 
was due to the change of life. He also reminded 
me that she had remained in the hospital for a week 
during which time I had examined her several times 
Lut that she was in such poor condition that I did 
not think it wise to operate until her blood count 
was better. Dr. Sylvestre attended her for the next 
six months trying to improve her condition, but 
without much result on account of the great amount 
of gastric disturbance. I saw her again with him 
about three months later when he had come to the 
conclusion that she was pregnant, but that it was not 
a normal pregnancy. On examining her I felt a 
six months child distinctly, but there was a mass in 
the anterior wall of the uterus which corresponded 
exactly with what I had felt in several other cases 
where the fibroid uterus had become pregnant. Her 
condition was still poor and I advised him to do 
nothing more than to improve her general condition. 
The cervix was forward and ran into the mass 
which I supposed was the fibroid. The cervix was 
soft as it should be at that stage of pregnancy. She 
continued under his care for another three months 
having frequent trouble with her stomach until the 
nine months were up, when she was taken with 
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agonizing pains which compelled him to give hypo- 
dermatics of morphin. The finger could be intro- 
duced into the cervix but no part of the fetus could 
be touched, so after this had gone on for several 
days Dr. Sylvestre gave her an anesthetic and found 
that the uterus was forward and absolutely empty. 
He was now certain that it was a tubal pregnancy, as 
he had maintained for six months, and he sent her 
into the Samaritan Hospital in the ambulance. Im- 
mediate preparations were made for operation and 
as soon as she was asleep I examined the uterus and 
could introduce my finger right up to the fundus. 
A sort of lochial discharge was coming from it. 
Behind the uterus and filling the pelvis was a large 
solid mass evidently the placenta, while the child 
could be felt above in the abdomen. An incision 
was made above this mass and the baby, which was 
found floating free in the peritoneal cavity, was 
quickly removed and began to cry lustily. The 
peritoneum contained about a quart of amniotic 
fluid but no blood. The remains of the amniotic sac 
were seen as a fringe around the placenta. A little 
meconium was also found and removed and the cav- 
ity dried out clean. The cord was tied close to the 
placenta, and cut off. Now the question arose as 
t» what to do with the placenta. At the beginning 
of the operation an accidental cut in it a quarter of 
an inch long at the bottom of the incision where it 
was adherent to the abdominal wall bled like the 
median basilic vein does during the operation of 
venesection but was stopped by pressure and stitch- 
ing. The attachment of the placenta was now care- 
fully considered ; it could be lifted up, but with it, as 
if all one piece, there came the uterus, broad liga- 
ments, rectum, cecum and a coil of small intestine, 
which appeared to go into one side of it and come 
out of the other. Her condition was very bad and 
I felt certain that if I attempted to remove the pla- 
centa that long before I could stop the hemorrhage 
or resect the intestine, she would be dead upon the 
table. For it must be remembered that the chorionic 
villi had eaten off the peritoneum and through the 
walls of the mesenteric veins, illustrating a state- 
ment I made in another article that a fecundated 
ovum in the abdominal cavity is a malignant growth. 
By getting the woman off the table alive she had a 
better chance for her life than case forty, which I 
shall presently relate, and whose peritoneum -took 
care not only of the placenta but also of the child. 
We had relieved her of the child and there was the 
aseptic placenta after an aseptic operation, with a 
most abundant blood supply for its absorption, when 
it had lost its power to prey upon the mother, by the 
cutting off of the child’s circulation. Moreover, I 


had in mind two cases which were operated on here. 
many years ago who died on the table or shortly 
after from the awful hemorrhage which followed 
the removal of the placenta. The conditions are 
quite different from removing the placenta from the 
inside of the uterus. In this latter case the large 
blood sinuses close tighter and tighter as the uterus 
contracts down upon the placenta until they are ob- 
literated. This is not so when you tear off the 
placenta from the intestines. There is absolutely 
no diminution in the size of the bleeding mouths; 
the bleeding will stop only when there is no more 
pressure in the veins and then only by packing gauze 
tightly against them. Although the woman died 
she did not die from hemorrhage or sepsis. She did 
not lose more than three ounces of blood at the 
operation and during the eight days she lived her 
temperature never varied from normal, while her 
pulse for several days was under a hundred. I be- 
lieve that the right thing to do is to leave the pla- 
centa covering up these hundreds of open mouths 
and to close the patient up aseptically. She did so 
well for a week that I was very hopeful of her re- 
covery, but she could not take any food by mouth 
and on the eighth day her pulse gradually got 
weaker and she died. The baby which had appeared 
also perfectly healthy died the same day it was born, 
and on mentioning this fact to some of the New 


. York experts they told me that this was the usual 


experience. This is my second death in thirty-nine 
operated cases, the thirtieth case having died two 
weeks after her operation from la grippe, with 
which all the nurses and patients in the hospital at 
that time were attacked, and she being the weakest, 
succumbed. The patient next to her in the ward 
had a narrow escape. 

Case 38.—Mrs. M., aged 30, was sent to me by 
Dr. Charette, of Cote des Neiges, a suburb of 
Montreal, on May 1, 1907. In a note which accom: 
panied her he stated that she had been suffering 
from disease of her tubes and ovaries for several 
years and that she had been much worse since her 
marriage two years ago. For the last year she had 
been unable to attend to her household duties, and 
for the last month she had been confined to her bed. 
She had begun to menstruate at 11, was married at 
28, and had one child last August. She had 
menstruated regularly since then except that she had 
two periods in April. Questioned as to the possibil- 
ity of pregnancy she did not think she was preg- 
nant. On examination the whole of Douglas’ cul- 
de-sac was filled with a solid mass and the uterus 
could be felt in the middle of it. The tubes and 
ovaries could not be felt. My diagnosis was pus 
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tubes because she had not missed a period, and she 
gave a long history of pelvic inflammation. She 
expressed a wish that I would do thorough work 
so that she would never have to undergo another 
operation for the same thing. Two days later I 
opened the abdomen at the Water Hospital and after 
detaching the omentum I came upon a lot of black 
clotted blood and the right ruptured tube with a pla- 
centa hanging out of it. The other ovary was 
bound down and cystic, so I removed both ovaries 
and tubes and performed ventrofixation. She has 
made a good recovery. 

Case 40, should really be Case 1, but as I have 
never reported it and as it was not operated on, it is 
a question whether it should be reported with the 
39 which were. It occurred during my first year 
in Montreal, twenty-nine years ago, in a robust wo- 
man who had engaged me to attend her with her 
first confinement. When she sent for me she had been 
several hours in labor but when I examined her, 
although I could feel the baby’s head, fontanelles, 
etc., it was with difficulty that I found the os be- 
cause the uterus was pressed high up against the 
abdominal wall and empty. I told her that it was a 
most unusual case and that she could not have her 
baby without an operation. For this I was promptly 
dismissed and another physician was called in who 
told her that there was no such thing ever heard of. 
However, her pains continued, more or less re- 
lieved by morphin for several days, the movements 
of the child grew weaker and then stopped and the 
woman gradually grew smaller, but I was never 
allowed to examine her again and when last heard 
of several years after, she was enjoying fairly good 
health. 


DIAGNosIS OF SPINAL DISEASE. 

No child, and but few adults, can be satisfactorily 
examined for spine or hip disease without being 
stripped. Failure in this important step is the cause 
of one-half of the errors in diagnosis. If the spine 
is the seat of the disease, rigidity is marked not 
only in the peculiar postures and stooping move- 
ments of the child, but in every position of flexion, 
extension, lateral bendings, rotation, etc., all of 
which should be noted. This rigidity long ante- 
dates the deformity of kyphosis; in fact, the sur- 
geon who waits for the presence of an angular 
kyphosis in the spine to demonstrate the giving way 
of the bodies of the vertebrz is no wiser than many 
an ignorant mother. The mischief is already done, 
and the physician can only repair damages that 
should have been prevented long before.—DeForest 
Willard, in the N. Y. Medical Journal. 


A REPORT OF TWO CASES OF EXTRA- 
UTERINE PREGNANCY. 
By Ricuarp A. Barr, M.D., 
NASHVILLE, TENN. 


It was my intention originally to discuss extra- 
uterine pregnancy in general, in connection with the 
report of two cases that I considered of unusual 
interest, but I shall, instead, confine myself to the 
reports of the two following cases. 

The first case is one‘of double uterus with ex- 
trauterine pregnancy. The patient, Willie S., ne- 
gress, aged 17 years, presented herself at the Van- 
derbilt Outdoor Clinic, November 13th, 1905. The 
history she gave at that time was as follows: For 
two years she had been suffering severely with pel- 
vic pain during her menstrual periods, which had 
been regular in occurrence but lasted from one to 
two weeks. The flow was always free and she usu- 
ally passed clots. She married January Ist, 1904, 
living with her husband one year. She had never 
missed a period at any time and had never had any 
reason for thinking she was pregnant. She had had 
no disturbance of the function of either bladder or 
rectum. After operation she admitted, under great 
pressure, that during the summer of 1903, she had 
had gonorrhea, and that in November, 1903, miss- 
ing her period, she took cottonroot tea without ef- 
fect. No history or other suggestive evidence of 
pregnancy could be elicited. 

About December 17th, 1903, while engaged in a 
scuffle with her sister, she was seized with a severe 
pain in her right side which forced her to go to bed. 
She does not remember that she had any feeling 
of faintness at this time. She became unwell but re- 
members nothing unusual about the flow, nor does 
she think she passed anything beyond her usual 
clots. She was confined to her bed for two weeks, 
her family probably thinking her trouble something 
more than painful menstruation, for they found her 
sweetheart, and forced him to marry her at the time 
above stated. She still insists that since that time 
her only trouble has been at the time of menstrua- 
tion. I want to remind you just here that this his- 
tory was all obtained after operation except the pro- 
longed and painful menstruation. Examination re- 
sulted in a supposed finding as follows: A retrodis- 
placed uterus with a distinct tumor about the same 
size as that organ lying to the left, a larger tumor 
presenting above in the median line of the abdomen. 
Both tumors felt quite firm. Her temperature 
taken at this time was normal. She gave no his- 
tory of sepsis. The diagnosis of uterine fibroids 
was made. 
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On November 16th, 1905, the patient was anes- 
thetized by the ethyl chlorid ether sequence at the 
Vanderbilt Clinic. Upon opening the abdomen in 
the median line, the vermiform appendix was the 
first organ to present itself in the incision. It lay 
vertically with its tip attached to the top of the 
median tumor. It was easily separated and removed. 
In order to do this, the cecum was readily delivered 
through the incision. The ascending mesocolon was 
the widest I have ever seen, giving great mobility. 
The appendix having been excised, investigation 
of the median tumor disclosed at once that its con- 
tents were fluid or semi-fluid. After breaking up 
extensive adhesions to the small and large bowel, as 
well as to the parietal peritoneum of the pelvis, this 
tumor was delivered. It proved to be the distended 
right Fallopian tube. As the sac had been torn in 
breaking up adhesions, and was discharging gru- 
mous blood over the operative field, it was tied off 
and removed. With considerable difficulty the other 
structures were freed, disclosing a double uterus, 
with densely adherent left tube and ovary, the tube 
containing a small amount of pus. The double 
uterus was turned upside down in retroflexion, and 
the right ovary was caught beneath it. The an- 
terior surface of the uterus looked upward and 
backward, being very adherent to the tubal tumor 
which lay above it. The fundus of the uterus, the 
top of the broad ligaments, and the tumor were ad- 
herent to the brim of the pelvis in such a way as to 
shut off Douglas’ cul-de-sac. Here the peritoneum, 
including that covering the posterior surface of the 
uterus, was normal, and the right ovary without 
adhesions. The condition of the left appendage 
with such extensive raw surfaces on the uterus it- 
self, determined me in favor of a supravaginal hys- 
terectomy, to which I was all the more easily per- 
suaded by reason of the unusual nature of the case. 

Examination of the specimen showed a double 
uterus, with two distinct cavities without con- 
nection. Each cavity was connected with the 
corresponding Fallopian tube, and each must have 
opened separately into the vagina, though careful 
search of the vagina later failed to show the open- 
ing of the right organ. I was not surprised at this, 
since the cervical canal was so small that it took 
me some time to find it with the uterus in my hand 
and its cavity opened. It took with difficulty a 


' urethral filiform. It opened on the anterior wall of 


the cavity about half-way up, its opening being 
guarded by a fold of mucous membrane. The left 
and smaller organ had a canal of normal dimen- 


‘sions. I take it that the blood cyst of the right 
tube was an extrauterine pregnancy with intratubal ’ 


hemorrhage and death of the ovum. No microscu- 
pical investigation was made, as I thought it would 
be of doubtful value after two years, with such 
early death of the ovum. 

There were several unusual features about this 
case :— 

1. The double uterus and extrauterine preg- 
nancy. 

2. The fact that the pregnancy had occurred by 
a route almost impossible of demonstration after 
removal of the uterus. While on the other side, the 
way was wide open, so to speak. 

3. The pregnant tube was twisted around, 
swinging forward so that it pointed to the left on 
the anterior wall of the uterus, while its ovary lay 
in Douglas’ cul-de-sac under the uterus, so involved 
as to be without adhesions to any structure. 

4. The shutting off of Douglas’ pouch by ad- 
hesions, leaving that pocket perfectly normal, con- 
taining the right ovary, as stated above. 

5. The extreme mobility of the cecum and ap- 
pendix, and the location of the latter organ in a ver- 
tical position just behind the median line of the ab- 
domen. 

Something else not surprising, but interesting to 
me, was that I missed my diagnosis; nor can I be 
sure that, even if I had had in advance the post- 
operative information wrung from her, I could have 
done better. This girl has a sister some years older 
who has no vagina, nor can I discover by rectal 
examination anything that could be taken for a 
uterus, tube, or ovary. The external organs of 
generation are normal and well developed. 

The second case is that of Emma W., also a 
negress, aged twenty-four years, married six years, 
without children. She was referred to me by Dr. 
Teachout, of Huntingdon, arriving in Nashville, 
February 5th, 1906. She had the appearance of a 
woman with a full term pregnancy and gave the 
following history: In February, 1905, she missed 
her period. For two or three months prior to that 
date, her flow had been less than was usual with 
her, but she became unwell at the regular time. 
Though married five years without children, she 
had never, had any trouble with her generative 


organs that she was aware of. She missed her 


periods in February, then March, April, and so on 
until August, 1905, developing in the meantime an 
abdominal tumor which she first noticed in. April, 
and which grew rapidly, resembling a pregnant 
uterus. At the same time she developed concomit- 
ant’ symptoms of pregnancy; and had distinct ‘evi- 


dence of something alive in her from the. early part 
‘of May. She said the movements were so pro- 
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nounced that other people noticed them, when she 
would be lying in bed lightly covered. 


About the first of August, 1905, she went into 
labor, as she supposed, the pains keeping up for 
quite a while. With the cessation of labor pains, the 
fetal movements also stopped. She developed soon 
after this a continued fever, which was diagnosed 
as malaria and again as typhoid fever. She very 
likely continued to have fever until she came to 
Nashville, for her temperature reached 102° the day 
after she arrived here. She undoubtedly was mala- 
rial, for that fact was demonstrated during her stay 
with us. Whether or not any of her trouble was 
due to sepsis, it is difficult to say, but I believe it 
was mainly that. After she attempted labor she did 
not become unwell again until November, when she 
was unwell for three or four days, and again in 
December and in January, suffering greatly each 
time, although this was something entirely new with 
her. Dr. Teachout saw her about the first of Feb- 
ruary, decided that she had been pregnant, had 
missed her labor for some cause, and was being 
gradually worn out by sepsis. He sent her to me 
for operation. 

Examination showed an abdomen large enough 
for a full-term pregnancy. I determined that the 
tumor contained fluid, and I also thought I could 
palpate fetal parts. Pelvic examination showed a 
contracted pelvis, the left side particularly en- 
croaching on the cavity. The uterus lay above the 
brim (the cervix being well forward), and evidently 
formed the tumor or was closely connected with it. 
The cervix was small and not soft. There was no 
vaginal discharge, and no bad odor about the vagina. 
Dr. J. T. Altman saw the case with me. We both 
thought that she was pregnant, and had missed her 
labor. The uterus was above the pelvic brim, the 
deformity of the pelvis being, to my mind, sufficient 
in itself to have prevented labor. I was of the 
opinion that the pregnancy was uterine, and not 
extrauterine. 

The condition of the cervix, and the fact that she 
had been unwell three times since missing her labor 
without the development of a foul discharge from 
the vagina probably should have taught me better, 
but the position of the uterus, and the fact that I 
had recently had a case of double uterus made me 
decide in favor of some uterine deformity, which, 
coupled with the pelvic deformity, had prevented 
labor. We discussed the propriety of passing a 
uterine sound, but as there was uterine deformity, 
it would have been of no value. If passed into an 
organ containing a more or less decomposed fetus, 
it might have complicated operation. Besides I felt 


that the surgical indications were clear enough, so 
I decided against the sound. My idea was to doa 


_ panhysterectomy in case the pregnancy was uterine 


in order to avoid any risk of soiling the peritoneum. 
If the condition was extrauterine pregnancy I ex- 
pected to meet the indications as they arose, prob- 
ably leaving the placenta im situ and draining the 
gestation sac. 

On February 7 she was operated upon, the tem- 
perature being 101°, the pulse 116. An incision 
was made in the middle line from the pubes to the 
umbilicus, and carried down through what I judgea 
to be the peritoneum. Adhesions making it difficult 
to recognize this structure, the incision was ex- 
tended some distance above the umbilicus, in order 
to get into the free peritoneal cavity. After I had 
in this way obtained my bearings, I stripped off 
the anterior parietal peritoneum from the tumor, 
to which it was attached everywhere in front, so 
as to obliterate the peritoneal cavity, except for a 
small space above, under the diaphragm. Below 
I found it impossible to pass my hand into the true 
pelvis. The lower abdomen was so full of the tu- 
mor that there was scarcely space between it and 
the wall for my hand, so I could get no satisfactory 
idea of the cause of the obstruction, and decided to 
work from above until I could mobilize the tumor 
somewhat. 

The small intestine was closely attached above 
and around the side of the tumor, and in free- 
ing it (which I was careful to do at the expense of 
the tumor), I ruptured the sac. A quantity of 
greenish fluid, full of floating particles, escaped. 
The fluid had an unpleasant odor, but not that of 
decomposition. Some of the fluid probably got into 
the peritoneal cavity, which was fairly well pro- 
tected by sponges. This rupture with escape of 
fluid was not an unmixed evil, for then I removed 
the fetus, and in this way gained sufficient space to 
find out what I had caught, something I had until 
then been ignorant of. The gestation sac was be- 
neath or behind the parietal peritoneum, and had 
lifted it up so that it ran from the pelvic brim right 
on to the tumor, so I had been wise in not forcing 
my way into:the pelvis through what I had rather 
thought was a line of adhesions. With the sac 
empty I succeeded in freeing it, and in removing it 
and the uterus,-from which it could not be sepa- 
rated. I could not locate either ovary or the right 
Fallopian tube. With the tumor out I found that 
the pelvic peritoneum and part of the posterior 
parietal peritoneum above the pelvic brim were 
gone. The ureters were uncovered and lay exposed 
on the pelvic floor. The right ureter had been 
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well up on the side of the tumor above the pelvic 
brim, and was dilated to the size of a finger. 

A remarkable feature of the case was that with all 
the raw surface thus left there was almost no ooz- 
ing. The placental attachment had been anterior 
and it had drawn its blood supply from the mesen- 
tery. The only vessels requiring ligation were the 
uterine and ovarian arteries. The stripped off 
parietal peritoneum was simply replaced, so as to 
cover as much raw surface as possible, and the 
incision closed with through and through sutures of 
silkworm gut, with the exception of a small space at 
the lower angle for drainage. The patient was 
‘put to bed with a pulse of 179, respiration, 40, tem- 
perature 96.8° by the axilla. I fully expected her 
to die within twenty-four hours, but on the contrary 
she went home on the eighteenth day after the 
operation alive and well. I have been expecting 
each day since to learn that she had developed in- 
testinal obstruction, but so far she is perfectly well. 
The complete removal of a full-term extrauterine 
gestation sac and placenta at primary operation is 
seldom done, and I attribute my success in this case 
to the delay after the death of the fetus. 

The vascular connections between the placenta 


and the mesentery being no longer needed, nature 


had disposed of them so completely as to leave no 
single vessel requiring ligation. That I persisted 
in my attempt to remove the sac, after recognizing 
the extent of the adhesions, was due to my belief 
that the fetus was in the uterus. Before I discov- 
ered this error I had persuaded myself that the sac 
could be removed. Had I been certain of the condi- 
tion I very likely would have simply marsupialized 
the sac and awaited the tedious separation of the 
placenta. This might have been the safer plan after 
all, but the method adopted proved to be better. I 
learned about January 1, 1905, that this patient had 
been treated for a supposed attack of appendicitis. 
This very likely was the time of the rupture, which 
was evidently from the right tube downward into 
the broad ligament. 


Dracnostic VALUE oF LEUCOCYTOSIS. 

When pus is confined in such a way that no toxic 
absorption occurs, or when a purulent exudate is the 
result of a tuberculosis or typhoid infection alone, 
there is no leucocytosis and no polynuclear increase. 
Experience also teaches that a mixed infection with 
or following tubercle bacilli or typhoid bacilli, does 
not show the high polynuclear percentages obtained 
in primary staphylococcus or streptococcus infec- 
tion.—Freperic E. Sonpern in the Long Island 
Medical Journal. 


BLOOD EXAMINATION IN SURGICAL 
DIAGNOSIS. A PRACTICAL STUDY 
OF ITS SCOPE AND TECHNIC. ' 


By Ira S. Wie, M.D., 
NEW YORK CITY. 


(Continued from the June number.) 


In the early days of hema- 
GENERAL tology undue prominence was 
PRINCIPLES Gov- given to leucocyte determina- 
ERNING LeucocyTE tions. High total counts were 
CouNTS AND made the excuse for surgical 
DIFFERENTIAL operation frequently when the 
Counts. clinical history did not fully 
warrant it. An operation, mere- 
ly based upon a single leucocyte count, regardless of 
the clinical history, is always unwarranted, with 
confined collections of pus, as in pyosalpinx, the 
leucocytes may not be increased to abnormally high 
figures. The total count may not be suggestive of 
an operation, which is none the less necessarv. 
Tuberculous or typhoid abscesses, when uncompli- 
cated by other infection, not infrequently present 
no pathological rise in the leucocyte count. Com- 
paratively slight lesions, as boils, suppurative ade- 
nitis and paronychia, occasionally cause a tremen- 
dous increase in the leucocytes and thus obscure the 
value of such a count when a more deeply situated 
lesion is in question. As a rule, abscesses at the 
periphery do not induce as high a leucocytosis as 
those deeply located. Leucocytosis bears no rela- 
tion to the size of an exudate. Surgically consid- 
ered, it is in inverse ratio to the toxicity of the infec- 
tion, using the term infection in a broad sense. A 
curve of repeated leucocyte estimations is of far 
more value than the figures resulting from a single 
count. Continued leucocytosis is usually the ac- 
companiment of acute infections. Leucopenia is 
contrary to the rule and therefore its presence is of 
the utmost importance from a prognostic as well 
as diagnostic point of view. It is extremely im- 
portant to ascertain whether a leucocytosis is in- 
creasing or decreasing during the course of a seri- 
cus disease in both the pre-operative and post- 
operative stages. Hence, repeated leucocyte counts 
become imperative. 

With clinical symptoms suggesting an infection 
of great virulence, a high leucocyte count .is of 
better prognosis than a low one. If, for example, 
in appendicitis attended by severe clinical manifesta- 
tions, a high leucocytosis is found the prognosis is 
good. If the clinical signs do not improve, but the 
leucocytes fall in number, the prognosis becomes 
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serious. If the general symptoms partially clear up 
while the leucocytes decrease slowly the prognosis 
remains good. If, however, the leucocytosis con- 
tinues and the clinical condition does not fully 
return to normal, a circumscribed abscess will prob- 
ably be found at operation. 

The highest leucocyte counts are induced by 
streptococcic infection. Staphylococci are less viru- 
lent and cause less reaction, while the colon bacillus 
causes much lower counts. 

Leucocytosis should be interpreted as more than 
the mere increase of the white corpuscles. It is the 
index of body resistance. It is the evidence of an 
individual’s power to overcome any infecting agent. 

Important as is the degree of leucocytosis, of 
even greater importance is the differential count 
of leucocytes. Instead of a leucocytosis, a leuco- 
penia may exist and yet a gangrenous appendix is 
discovered at operation. In such cases the differ- 
ential count will exhibit a marked relative increase 
of the polynuclear neutrophiles. 

The relative increase of the polynuclear neutro- 
philes in surgical conditions parallels not merely the 
severity of the infection but, what is more valuable, 
' the degree of toxic absorption. With a total leu- 
cocyte count of 7800 and a relative neutrophilic 
count of 90%, in a suspected case of appendicitis, 
immediate operation is imperative. The 90% neu- 
trophilia bespeaks an immense absorption of some 
toxin, while the 7800 leucocytes tells of the weak- 
ness of the body to resist the invading forces. The 
question of fever has no bearing in such conditions, 
for there is no relation between temperatures and 
leucocytosis or polynucleosis. Overwhelming sepsis 
may absolutely overcome body resistance, and a leu- 
copenia results. Only very rarely is the paralysis so 
sudden and pronounced that the leucocytes show no 
variation from their normal proportions. Under 
such circumstances the clinical picture would suf- 
fice to tell the surgical story. Acute infections in- 
duce more marked neutrophilic reaction than do 
chronic infections or limited abscesses. Bacteria of 
low virulence, as gonococci or colon bacilli, call 
forth less neutrophilic increase than do infections 
ascribable to staphylococci or streptococci. Puru- 
- lent conditions evidence greater neutrophilic per- 
centages than serous conditions, as shown in em- 
pvemata and serous pleurisies. 

In acute surgical conditions experience and good 
judgment are essential for the correct interpretation 
of blood determinations. Let it be again repeated 
that the clinical history must always be considered 
in making such interpretation. 

Considering the relative polynuclear neutrophilic 


leucocytosis (= A) as being in direct ratio to the 
severity of infection or as the index of toxic absorp- 
tion; and considering the total leucocyte count 
(= B) as the index of body resistance, the follow- 
ing table, after Sondern, is of much service: 


Slight B Fair resistance, 
Slight A infection. 


Slight A i infection. 


Marked B_ [Good resistance. 
Marked A _) Severe infection. 
Slight B oor resistance. 
Marked A_ ) Severe infection. 
Marked B resistance. 
Marked A hyery severe infection. 
Leucopenia {Very poor resistance. 
Falling A 
Falling B 
Decreasing A So toxemia. 
Increasing B_ | Improving resistance. 


Increasing A ) Increasing toxemia. 
Decreasing B { Decreasing resistance. 


}convatescing. 


A relative polynuclear neutrophilic leucocytosis 
below 70% excludes, as a general rule, suppuration 
o1 gangrene when the total leucocyte count is 10,000 
or above. In children, however, where lymphocytes 
are normally more numerous, pus may be present 
when the neutrophiles are lower than 70%. In 
children the normal percentages of the various types 
of leucocytes at different ages must be borne in 
mind or a serious error of interpretation may re- 
sult. In adult life suppurative conditions are only 
uncommonly found with the neutrophiles less than 
80%. 

In most infections attended by neutrophilic leu- 
cocytosis there is a decrease of eosinophiles. The 
absence of eosinophiles is the general rule during 
a high febrile condition. The return of the eosino- 
philes to the peripheral circulation is of splendid 
prognostic value. The reappearance of the eosino- 
philes foretells approaching convalescence. The 
decrease or disappearance of eosinophiles, when pre- 
viously present, is an unfavorable sign. During 
convalescence from an operation a sudden decrease 
of the eosinophiles is very sugestive of a complica- 
tion requiring further attention. The presence of 
an eosinophilia over 1% is opposed to the presence 
of pus save in chronic cases with walled off ab- 
scesses, like a sacculated empyema. 

The rapid rise or fall in neutrophiles and eosino- 
philes can be determined only by repeated differen- 
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tial counts. These require time, care, and patience, 
but the results are sufficiently valuable to warrant 
their repetition. Especially serviceable are these 
differential counts interpreted, not as isolated hema- 
tological facts, but in the light of the clinical his- 
tory. There is no absolute rule to operate if the 
neutrophiles number 80% or if the total leucocytosis 
reaches 18,000 or 25,000. Neither the total white 
cell count nor the relative neutrophilic leucocytosis 
is an absolute guide for surgical procedure, taken 
as single phenomena not associated. 

Having considered the total leucocytosis as paral- 
lel with body resistance and having accepted the 
relative polynuclear neutrophilic leucocytosis as par- 
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Fig. 31. Gibson’s Chart. 


allel with the degree of infection or toxic absorp- 
tion, an observation as to the disproportion of these 
two gives the most rational guide for the careful 
surgeon. Surgery does not deal in absolutisms, but 
is guided by general rules, allowing for the occa- 
sional exceptions. Prognosis and diagnosis are ma- 
terially assisted by an appreciation of the relative 
disproportion of the neutrophilic percentage to the 
total leucocytosis. The disproportionate increase of 
the neutrophiles has been especially well studied by 
Gibson, who has devised a “standard chart” for the 
visible expression of this disproportion. As a 


working standard, the chart is very excellent despite 
its arbitrary basis. Gibson observed that in well 
resisted inflammations, the neutrophiles increased 
approximately 1% for every thousand of the total 
leucocytosis above 10,000. He arbitrarily has as- 
sumed 75% to be the normal average of the neutro- 
philes. For total leucocytosis 10,000 is taken as the 
maximum normal limit. The chart (Fig. 31) is 
divided into units of 1 cm., allowing an easy and 
practical computation of the results. A horizontal 
base-line is drawn as the starting point of the patho- 
logical leucocytosis of 10,000 on the left-hand side, 
while the other or right-hand end of the base-line 
corresponds with an index of 75% polynuclear cells, 
the limit more or less arbitrarily chosen. Varia- 
tions in these proportions are indicated by making 
a dot at the proper level of the left-hand or leucocy- 
tosis side of the chart, while a similar dot at the 
proper level of its percentage is made on the poly- 
uuclear side of the chart. For purposes of con- 
venience these two dots are connected by a straight 
line. The vertical distance between the two dots 
will represent in the accepted counts the dispropor- 
tion between the two counts. Suppose, for ex- 
ample, a dot on the left-hand side of the chart, indi- 
cating a total leucocyte count of 12,000, and on the 
right a dot indicating 77% polynuclear cells, the re- 
sult would be indicated by a line which would be 
absolutely horizontal and would be indicative of a 
just proportion between the two elements considered 
in the chart. If, with the same leucocyte count of 
12,000, the dot indicating neutrophilic increase were 
placed at 86%, the line connecting these two points 
would have a steep rise from the leucocyte count 
side to the polynuclear percentage side of the chart, 
Measurement of the vertical distance between these 
two points would give 9 cm. or 9 units. This 
marked disproportion would indicate a serious con- 
dition requiring a quick decision. If the line joining 
the two dots runs nearly horizontal with only two 
or four units difference between the two sides of 
the chart, the indication is that the lesion, whether 
severe or not, is well borne and therefore the prog- 
nosis is good. If the connecting lines run upward 
from the total leucocyte count side toward the poly- 
nuclear percentage side of the chart, the indication 
is of a rather severer lesion and lessened resistance, 
If the distance between the two points is consider- 
able, ten units or more, a severe lesion is almost 
certain. All fatal cases show a rising line. In 
acute surgical conditions two-thirds of all cases 
show this serious rising line. It must not be for- 


gotten that very rarely cases showing a twenty-unit 
difference and a risirig line may prove to be non: 
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fatal. Lines dipping from the total leucocyte count 
side to polynuclear percentage side indicate excel- 
lent prognosis. The greater the disproportion be- 
tween the two levels the more valuable are the indi- 
cations and the more dependable. Negative results 
are of positive value in excluding inflammatory con- 
ditions. By way of illustration of the chart, I quote 
a few cases reported by Gibson: 


Total Polynu- 
Count. clear % 
Line 1.—A fatal case of acute gan- 


grenous appendicitis....... 4,400 81% 
Line 2.—Fatal appendicitis and 

10,600 83% 
Line 3.—Septic endometritis...... 17,800 97.5% 
Line 4.—Acute appendicitis (cure) 20,000 78% 


From the diagnostic point of view, it must again 
be stated that the clinical history is important even 
in the consideration of a “standard chart.” Pneu- 
monia, erysipelas, leukemia, scarlatina, typhoid fevef 
and various other conditions cause blood changes 
which may tend to confuse a surgeon trying to de- 
cide upon the meaning of a blood picture, or the 
value of the disproportion between the total leu- 
cocyte count and the neutrophilic percentage. There- 
fore, all that can be said of blood examination from 
a medical standpoint holds true in surgical diag- 
nosis. 

(To be continued.) 


PosITION OF THE APPENDIX. 


A surgeon will often be puzzled to account for 
one patient’s recovery after the removal of a 
gangrenous appendix while another, under exactly 
similar conditions, will die apparently, very prompt- 
ly. A little care and study along this line will reveal 
the true cause for these apparently unexplainable 
results. A gangrenous appendix buried in and sur- 
rounded by the mesentery or bowel near its mesen- 
teric distribution of bloodvessels and absorbents, or 
in the peritoneum overlying the lumbar regions of 
the pelvic cavity, will, by their very anatomical ar- 
rangement, have its poisonous products far more 
readily absorbed and distributed throughout the 
general system than if located, bound down, or ad- 
herent to the peritoneum overlying the sides or 
flank of the abdominal wall and the distal side of the 
bowel, in other words, to the portion of the bowel 
furthest removed from the mesenteric distribution 
of vessels over and around it—Geo. R. DEAN in the 
Journal of the South Carolina Medical Association. 


SURGICAL POSTURES. 
By Martin W. Wars, M.D., 


Adjunct Attending Surgeon, Mount Sinai Hospital; 
Surgeon to the Good Samaritan Dispensary, 


NEW YORK, 


(Continued from the June number.) 
PostuRE FOR OPERATIONS ABOUT THE ANUS. 
The position for performing operations about the 

anus, perineum, and vulvar outlet is similar to that 
described as the lithotomy posture save that it is 
not essential to elevate the pelvis by means of 
pillows placed beneath it. (Fig. 35.) The import- 
ant feature of this posture is to have the thighs 


it 


Fig. 35. Posture for Operations About the Anus. 


sufficiently abducted so that the “rima ani” is oblit- 
erated. The widest possible adjustment of the 
Clover crutch effects this. An assistant is assigned 
to steady the pelvis by holding the bar of the crutch. 
Where a Clover crutch is not at hand a satisfac- 
tory posture may be obtained by flexing the thighs 
en the abdomen and suspending them in this posi- 
tion with a twisted bed-sheet. The ends of the sheet 
are fastened to the thighs and the loop of the sheet 
passes under one axilla and.over the opposite shoul- 
der. The pelvis is prevented from swaying by an 
assistant who steadies one thigh. 


Posture. 


In this posture the body is supported on the 
knees and elbows (Fig. 36). This position has been 
previously referred to as essential in digital explora- 
tion of the rectum. It is, moreover, useful for other 
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purposes. In an examination of the interior of the 
rectum and bowel beyond with the endoscopic tube, 
it is often resorted to. In a somewhat altered form 


Fig. 36. Knee-Elbow Posture. 


it is very serviceable for conducting an endoscopic 
examination of the bladder. Here, instead of rest- 
ing on the elbows, the patient lowers the thorax so 
that the shoulders are in contact with the table and 
the head may be turned to one or the other side, to 
facilitate the administration of an anesthetic in the 
event of a prolonged or painful examination. The 
knee-elbow (chest) position is the best for endo- 
scopic bladder examination (ureteral catheteriza- 
tion—Kelly’s method), because the urine gathers in 
the vortex of the bladder and is diverted from the 
tiigone. In this position the inrush of air can 
more satisfactorily distend the bladder, since the in- 
clination of the abdomen keeps the coils of intes- 
tines and their contents from the bladder. With- 


Fig. 37. Bozeman’s Posture for Operations by the Sacral Route. 


out narcosis, however, this posture cannot be long 
niaintained by patients, mainly females, who experi- 
ence from it an additional discomfort to that of their 
ailment which necessitates the examination. 


PosTURE FOR OPERATIONS BY THE SACRAL Route. 
In the performance of operations by the sacral 
rcute the patient may be placed face downwards 
and sidewards with the pelvis tilted to one side and 
the thighs flexed slightly upon the abdomen. This 
is the posture of natural repose. Another posture is 
that illustrated in Figure 37, and known as Boze- 
jan’s posture. The patient is placed on his abdo- 
men with the thighs hanging over the edge of the 
table. The legs are supported by stirrups attached 
to the table, or suspended from rods, or held by 
assistants to the right and left. A cylindrical pillow 
is placed beneath the iliac bones. If now the thighs 


Fig. 38. Invagination of the Scrotum to Examine the Inguinal Canal. 


are spread the operator may perform his work 
seated. 
INVAGINATION OF THE SCROTUM. 

The procedure of invagination of the scrotum is 
resorted to when it is deemed necessary to differ- 
entiate swellings in the scrotum and inguinal canal 
from hernia. The object of the procedure is, if pos- 
sible, to engage the finger tip in the external ring, 
to ascertain its size and the relation of the swelling 
to this ring, and then, during forced expiratory ef- 
forts, as coughing, to feel the impulse of the bowel 
in its descent along the inguinal canal to the ex- 
ternal ring. 

The little finger of the hand corresponding to the 
side on which the hernia (?) is situated is placed 


e 
> 
| 


AMERICAN 


212 JOURNAL OF SURGERY. 


WarE—SuRGICAL Postures. 


July, 1907. 


en the scrotum at the level of the upper limits of 
the testis (Fig. 38); the scrotum is now pushed 
before the finger along the cord until it engages the 
ring. Invagination is not to be effected if the finger 


Fig. 39. Palpating for Axillary Glands. 


is placed at the lowest part of the scrotum, as the 
testis is likely to be pushed before it. Correctly per- 
formed, and only with the little finger, invagination 
is a painless procedure. It should preferably be 


Fig. 40. Elicitimg the Presence of Fluids in the Knee-Joint. 


«xecuted in the standing position, as the impulse on 

coughing can be thus better appreciated. 
PALPATING THE AXILLA. 

To properly ascertain the existence of glandular 


enlargements in the axilla, it is desirable to adhere 
to a fixed maneuver. The arm of the patient being 
abducted, the physician faces him and applies the 
hand of the side opposite to that of the affected ax- 
illa. Thus the right hand is used for the left axilla 
(Fig. 39). The palmar aspect of the hand is applied 
to the chest with the fingers as far up in the axilla 
as the patient will tolerate. With the fingers as a 
whole, and then individually, motions are executed 


Fig. 41. Attitude for Eliciting the Patellar Reflex. 
so that the axilla is explored and the mass of fax 
harboring the glands is made to glide beneath the 
fingers. 
To Exicir THE PRESENCE OF FLUID IN THE KNEE 
Joint. 

If fluid in any great quantity distends the capsule 
of the knee joint the presence of the fluid may be 
ascertained with ease by the ordinary phenomena of 
fluctuation. For the smaller quantities of fluid that 
occupy the recesses of the joint this method is, how- 
ever, not sufficient. The phenomenon of “dancing 
patella” can be demonstrated with all degrees of 
fluid. With fluid in the joint the patella rides on 
top. If a sudden impulse is given to the patella, 
while the knee is extended (not hyperextended), the 
patella displaces the fluid and strikes the condyles 
of the femur. If the quantity of fluid is small, it 
has to be forced out of the recesses by placing one 
hand over the crural bursa, and the fingers of the 
cther hand below the level of the patella (Fig. 40) 
tu force the fluid from beneath the ligamentum pa- 
telle. The under finger is now free to execute a 
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blow on the patella and cause it to dance on the 
fluid and strike the underlying femur. 
PATELLAR REFLEX PosTURE. 

The commonplace method to ascertain the patellar 
reflex calls for the posture of thighs crossed (Fig. 
41); the leg is to dangle. If the patient cannot do 
this, it is possible by diverting his attention to 
remove all restraint on the leg. By having him lock 
the fingers of his hands (Tendrassik) and attempt 
‘to draw them apart, attention (inhibition) is diverted 
from the position of the legs. A smart blow dealt 
with the ulnar side of the hand or with a percussion 
‘hammer, will elicit a patellar reflex of some degree, 
if it be present. 

PosTURE FoR ANKLE CLONUS. 

Clonic contractions of the ankle can be called 

-forth under pathological conditions of the nervous 


Fig. 42. Attitude for Eliciting Ankle Clonus. 


system. One of the readiest ways to provoke 
‘them is to have the patient leisurely rest the leg on 
the one hand of the physician (Fig. 42). If now 
the foot is suddenly forced into extreme dorsal 
flexion by pressure of the physician’s other hand, a 
clonic contraction will result, and can be sustained 
by continual pressure with the hand against the fore- 
part of the foot. The Achilles jerk is best elicited 
by striking the tendon while the patient is kneeling 
on a chair with the feet projecting over its edge. 
(To be continued.) 


Pyrex1A AFTER PARACENTESIS OF THE DruM. 

After incision of the drumhead a high tempera- 
ture may be due entirely to mastoid involvement or 
to a deep-seated central pneumonia which may not 
present any well-marked physical signs for two or 
three days—GorHam Bacon in the New York 
Medical Journal. 


A CASE OF BEAN IN THE EAR FOR MANY 
YEARS MISTAKEN FOR IMPACTED 
CERUMEN.* 

By Dr. Artuur J. Herzic, M.D., 


Attending Ophthalmologist, N. Y. Polyclinic, O. P. D.; 
Surgeon-in-chief, Eye and Ear Department, Harlem 
Dispensary, 


NEW YORK, 


N. B., aged thirteen years, had the usual chil- 
dren’s diseases. He has been a generally healthy 
child. At about the age of two years he complained 
of pain in his ear. Laudanum and sweet oil re- 
lieved this condition. The father states the boy has 
not heard well since he was two years old, when he 
had this severe earache, but no discharge from the 
ear. No other symptoms occurred until November 
16, 1905, when the boy suffered from severe earache 
at night and was taken to a physician. 

The case was referred to me by Dr. Hall. Upon 
examining the ear I came to the conclusion that the 
case was one of impacted cerumen. I proceeded to 
remove it with the curette, and had removed about 
ten grains of it when I syringed the ear with hot 
bicarbonate of soda solution. This brought away 
the almost complete shell of a bean. I then intro- 
duced an antiseptic dressing. 

The tenderness over the tip of the mastoid and 
over the tragus disappeared, as did the fever (102°). 
The condition of the membrana tympani was sug- 
gestive of an acute otitis media; but this subsided 
in a few days, leaving a bulging drum, which re- 
sponded well to a collodion application. The father 
dates the child’s trouble back eleven years. The 
child is positive he has not put any bean in his ear 
as long as he can remember. 

The interesting points in this case are that the 
bean, although remaining in the ear that length of 
time, caused no trouble until a few weeks ago and 
possibly the initial earache which he had when two 
years of age. No adenoids or other nasal obstruc- 
tions were present. The second interesting point 
was that the symptoms, which resembled an acute 
otitis, were relieved upon removal of the bean. 
Thirdly, the mistake in diagnosis was due to the 
fact that the contents of the bean were of the same 
color and consistency as wax, the shell of the bean 
being hidden by the folds of the external auditory 
meatus. 


FRACTURE OF THE NECK OF THE HUMERUS. 
Destruction of the anterior circumflex artery is 
frequently associated with fractures of each of the 

humerus.—W. D. Hanes in The Lancet-Clinic. 
* Reported before the Harlem Medical Society. 
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THE TREATMENT OF SURGICAL TUBER- 
- CULOSIS. 


In a previous editorial (AMERICAN JOURNAL OF 
Surcery, January, 1906) we urged the importance 
of the management of cases of surgical tuberculosis 
in the same way as that generally recognized for 
pulmonary tuberculosis, viz., by open air therapy. 
We indicated that, without the aid of climatic and 
hygienic treatment, bone, gland and visceral tuber- 
culosis often relapses in spite of expert “radical 
treatment” with the knife; and that, on the other 
hand, even advanced cases may recover entirely, 
without operation, if submitted to the open air 
life. Concerning the great number of dispensary 
and private patients with bone, joint or gland tuber- 
culosis, to but few of whom the benefit of full insti- 
tution treatment can be extended, we urged that all 
of them should be thoroughly instructed in the de- 
tails of the home treatment by fresh air, sunshine, 
good hygiene and nourishing food. 

There is, in Europe, a number of sanatoria for 
the out-door treatment of tuberculous bone and 
joint affections, but in this country there are very 
few. It is gratifying to note, however, in American 
medical literature, an increasing recognition of the 
importance of the open air treatment of surgical 
tuberculosis. In an article by E. L. Keyes, Jr., on 
Tuberculosis of the Testicle, in the June number of 
the Annals of Surgery, are the following state- 
ments: “The hygienic treatment of tuberculosis is 
as efficient in tubercular testis as in phthisis.” “If 


the patient must choose between local treatment in 
the city and hygiene in the country, let him, without 
hesitation, desert the surgeon and lean upon Na- 
ture.” In the current report of Dr. Samuel Kohn, 
president of the Sanitarium for Hebrew Children 
of the City of New York (at Rockaway Park, Long 
Island), we find this passage: “. it is 
now conceded that certain cases of bone tubercu- 
losis in childrea are so benefited by a stay at the sea- 
shore that lives are saved thereby, and that such an 
improvement is attained as can be secured by no 
other means, medicinal or otherwise.” In the sec- 
tion on surgical tuberculosis in the fifth edition of 
Da Costa’s “Modern Surgery,” just issued, as com- 
pared with the corresponding section in the fourth 
edition (1903), much more space is devoted to 
open air therapy and much less emphasis is laid 
upon radical operative attempts. 

Of especial interest, in this connection, however, 
is the contribution of John Carling to the subject of 
the Open Air Treatment of Tuberculous Bone and 
Joint Disease, in the N. Y. Medical Journal, June 8, 
1907. He expresses surprise that practically all the 
European sanatoria for the open air treatment of 
hone and joint tuberculosis are located at the sea- 
shore. “It is admitted that sea air is pure, but 
mountain air is more invigorating,” he says; and 
he bases his preference for a dry climate not only 
on his own experience at the Park Ridge Sanato- 
rium, but also on the experiences of Bradford and 
cf Halsted, and on a comparative study of the statis- 
tics of the N. Y. State Hospital for Crippled and 
Deformed Children (inland), and those of the Sea 
Breeze institution at Coney Island. Certainly, Hal- 
sted’s reported experiences (American Medicine, 
December 2, 1905; Transactions of the National 
Association for the Study and Prevention of Tuber- 
culosis, 1905), would seem largely to bear out Car- 
ling’s contention. It must be remembered, too, that 
Halsted especially insisted on the importance for 
some patients of twenty-hour hours:a day out-of- 
doors. 

If it is not true that the seacoast climate is more 
or less specific for tuberculosis of the bones and 
jeints and “scrofulous” affections, which it is be- 
lieved to be by Knopf, D’Espine and many others, 
then, indeed, one must concede as very cogent Car- 
ling’s reasons for preferring a “moderate altitude 
away from the seashore”: “(1) The air is more in- 
vigorating; (2) the absence of dampness and fog; 
(3) more days of sunshine; (4) better naturai 
drainage; (5) a firmer soil for locomotion.” 

It is important to decide the question whether dry 
air and altitude is best for surgical as well as for pul- 
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monary tuberculosis, or whether for the former the 
seashore possesses “a peculiarly beneficial influence” 

; . by reason of . “the aseptic and 
ozonic quality of the air, and the iodids and other 
salts suspended therein” (Knopf). But even more 
important is the general recognition of the value 
cf out-of-door life and conservative local treatment, 
in whatever climate, as opposed to radical or con- 
servative surgical measures alone. 

The treatment of joint tuberculosis by immobili- 
zation, with or without operation, frankly accepts 
ankylosis as the outcome, except in the milder forms 
of the disease. Bier urges that his treatment of the 
condition by hyperemia effects a cure with preserva- 
tion or restoration of joint function. The combina- 
tion of open air therapy with Bier’s treatment would 
seem to afford the most favorable conditions under 
which to test his method. 

There is a growing tendency to revert to Koch’s 
tuberculin (T. R.) as a therapeutic measure, but in 
small doses and not to the extent of producing the 
“reaction.” Recent reports afford ground for the 
hope that earlier experiences with tuberculin will be 
reversed by its employment in this fashion. 

Wright’s results in the treatment of pulmonary 
tuberculosis by “vaccinations” guided by observa- 
tions of the patient’s varying opsonic index, are not 


sufficiently established to afford any basis for con- 


sidering what this mode of specific therapy may 
hold for tuberculosis in other parts of the body. 


FOURTH OF JULY INJURIES. 


In the past year little has been added to the litera- 
ture concerning the prevention and treatment of 
tetanus infections. On the approach of another In- 
dependence Day there need but be repeated, there- 
fore, the advice of preceding seasons. Wounds by 
explosives, especially those made by pistols and 
giant crackers, should be promptly laid wide open, 
with the patient anesthetized. All fragments of the 
wad should be removed, and the track thoroughly 
curetted. The wound may then be swabbed out 
with tincture of iodin, and its every angle is to be 
packed. An abundant wet dressing should be ap- 
plied, and for this purpose gauze soaked in one per 
cent. aqueous solution of iodin and potassium iodid 
may be employed. A prophylactic injection, into 
the buttock, of 10 c.cm. of antitetanic serum should 
be administered in all cases.. In communities re- 
mote from large cities, physicians should be pre- 
pared with a supply of antitoxin for July Fourth; 
but if they are not, the incubation period of tetanus 
allows time in which to secure it, if telegraphed for. 


For the cure of tetanus two things are of vital 
importance: first, forced alimentation (by gavage 
when necessary) and second, the injection of tetanus 
antitoxin frequently, and in large doses The sub- 
arachnoid spinal route is to be chosen; this may be 
supplemented by intraneural injections and by the 
employment on the wound of the desiccated (undis- 
solved) antitoxin. 


For the convulsions, chloral, bromids, etc., may 
be used, but they are of comparatively little help. 
If we may judge by the reports of four cases pub- 
lished last year (Blake, Surgery, Gynecology and 
Obstetrics, May, 1906; Annals of Surgery, Sep- 
tember, 1906. Logan, Journal of the American 
Medical Association, May 19, 1906), much more ef- 
fectual in controlling the spasms are the intraspinal 
injections of a twenty-five per cent. aqueous solu- 
tion of magnesium sulphate (Meltzer), one c.cm. 
for each twenty to twenty-five pounds of body 
weight. In one case (Logan) the injections failed 
cf result, but in the other three cases, and in a fifth 
case of miliary tuberculosis resembling tetanus 
(Blake), they subdued the spasms for many hours. 
In the longer duration of its effect, magnesium sul- 
phate is, therefore, superior to the combination of 
eucain B. and morphin, by the intraspinal injection 
of which Murphy successfully treated a case of te- 
tanus. (Journal of the American Medical Associa- 
tion, August 13, 1904). 

While these general directions cover the salient 
points in the treatment, details are of great impor- 
tance in the management of tetanus. For these de- 
tails the reader is referred to the issues of the 
AMERICAN JOURNAL OF SurRGERY of July, 1905 and 
July, 1906, and to various contributed and editoriai 
articles in The Journal of the American Medical 
Association, 1904 to 1906. 


GONORRHEAL JOINT DISEASE. 


Bone rarefaction appears a few days after the 
onset of gonorrheal osteoarthritis. And as it can 
always be demonstrated in good radiographs and 
never appears in arthritis at any stage, we have 
here a ready means for early differential diagnosis, 
and can with more or less certainty make a prog- 
nosis. It can be said with certainty that when the 
rarefaction is absent after the lapse of a week or 
ten days that we are dealing with an arthritis and 
therefore never will have bone destruction, bony 
overgrowth, or bony ankylosis. This is true even 
when we have a purulent exudation in the joint.— 
P. W. NaTHAN in the N. Y. Medical Journal. 
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Surgical Suggestions. 


Any enlargement of the thyroid gland may cause 
paralysis of one of the vocal cords by pressure on 
the recurrent laryngeal nerve or may impede respir- 
ation by pressure on the trachea itself. But a 
laryngeal examination should not be omitted, for 
the whole trouble may be caused by an enlarged 
accessory thyroid on one of the vocal cords. 


Before performing a tonsillectomy or before re- 
moving adenoids, be sure to examine the heart. If 
there is a severe cardiac condition the patient is lia- 
ble to bleed to death. 


If the physical signs of pneumonia persist for an 
excessively long period, especially in children, it is 
wise to aspirate on the suspicion of empyema. 


Irrigation of the ear with a warm boric acid solu- 
tion (108° F.), is an excellent procedure if there is 
a discharge of pus. But irrigation of the ear just 
after a paracentesis of the drum or where there is 
only a serous discharge, merely predisposes the 
mucous membrane and the mastoid to greater in- 
fection. 


If a patient has had a nasal operation performed, 
especially if the accessory sinuses have been oper- 
ated upon, severe frontal headache may mean 
thrombosis of the cavernous sinus, even if no fever 
be present. 


A palpable tumor in the umbilical region is often 
a malignant growth of the transverse colon. Be- 
nign growths of the mesentery are also found here. 


A diagnosis between a tumor anterior to the rec- 
tus muscle and a tumor more deeply seated, can be 
made by grasping the tumor and then having the 
patient rise from the recumbent to the sitting pos- 
ture. Tumors anterior to the rectus muscle do not 
escape from the grasp of the fingers during this 
maneuver, while tumors behind the muscle cannot 
be firmly held. 


If the sutures in a hernioplasty are tied too tight 
or too near together, a distressing induration of the 
tissues will often take place. This may be relieved 
by opening up the lower angle of the wound so as 
to let out the serum between the different layers of 
tissue. A glycerin dressing by its hygroscopic 
power will allow of speedy absorption. 


What the patient describes as a diarrhea may be, 
instead, a fecal stained mucoid discharge due to the 
irritation from impacted feces in the rectum. 


Severe burning pain in the anus coming on dur- 
ing, or just after defecation, and lasting for but a 
short time, almost always points to the presence of a 
fissure or ulcer. It may be very small and thus 
elude all but a most thorough search. 


Blood lost at stool in the form of a jet is practi- 
cally always from a hemorrhoid. 


A complaint of excessive moisture about the anal 
groove should not be dismissed without a careful 
examination for a fistula. 


To relieve the edema following a hemorrhoid 
operation, apply a glycerin dressing covered with 
rubber protective. 


The insertion through the sphincters at night, for 
a few minutes at a time, of a conical dilator (e. g., _ 
cf hard rubber), of gradually increasing size, is 
often a valuable adjunct in the treatment of pruri- 
tus ani. 


In a case of possible fracture or dislocation of the 
spine, give instructions that the patient be kept ab- 
solutely quiet in order to prevent an aggravation of 
the deformity. 


Resection of the head of the projecting phalanx 
so often yields an entirely satisfactory result that 
amputation should not be advised for hammer-toe 
until the less mutilating operation has been tried. 


The pain of a severe burn may be much relieved 
by covering the part with flat pieces of gauze soaked ~ 
in liquor Burowii and protected by rubber tissue, or 
by the application of a 10% ichthyol ointment on 
flat pieces of gauze. 


The weight scale is the most important of all in- 
struments in determining the presence of a latent 
carcinoma. 


A barrel cut in two on its long axis, makes an ex- 
cellent holder for bed-clothes in acute affections of 
the lower extremities. Not only does it avoid the 
heavy pressure of the coverings but it diminishes 
the chances of discomfort caused by jarring of the 
bed. 
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Nouveau Traite de Chirurgie. Vol. I. Grands Proces- 
sus Morbides. Traumatismes, Infections, Troubles 
Vasculaires et Trophiques, Cicatrices. Par Pierre 
Devset, M. Cuevassu, A. Scuwartz ect V. VEAU. 
Publié sous la direction de A. Le Dentu et Pierre 
Detzet. Large octavo; 584 pages; 53 illustrations. 
Paris: J. B. BamtiEre et Firs, 1907. 

The present volume is the first of a series which repre- 
sents a new edition of the “Traité de Chirurgie Clinique 
et Opératoire.” The plan of the series embraces, up to 
date, at least thirty-three volumes or monographs dealing 
with different branches of surgery and written by French 
surgeons. It is the intention of the editors to make this 
system thoroughly up-to-date. 

Volume I, as can be seen from the title, comprises gen- 
eral surgical principles and surgical pathology. The chap- 
ter dealing with syphilis embraces the newest research 
and deals fully with the spirochete pallida. References, 
particularly to French literature, are liberally given and 
will prove of value to workers. The chapters on vascular 
and trophic disturbances, and on cicatrization, are espe- 
cially complete. If the rest of this system fulfils the prom- 
ise of its first volume, a very valuable addition to surgical 
reference books will be at the disposal of those who are 
conversant with the French language. 


Modern Surgery, General and Operative. By Joun 
Cuatmers Da Costa, M.D., Professor of the Prin- 
ciples of Surgery and of Clinical Surgery, Jefferson 
Medical College, Philadelphia; Surgeon to the Phila- 
delphia Hospital and Consulting Surgeon to St. John’s 
Hospital, Philadelphia. Fifth Edition, revised and 
enlarged. Large octavo; 1,283 pages; 872 illustra- 
tions. Philadelphia and London: W. B. Saunpers 
Co., 1907. 

The reviewer refers more often, and usually with more 
satisfaction, to Da Costa’s “Modern Surgery” (fourth 
edition, 1903) than to any other of the various text-books 
of surgery, written in English and published in a single 
volume, wnich he has on his shelves. It is an altogether 
excellent work, admirably constructed, and well written. 
It ought to afford to the student a better grasp of mod- 
ern surgery than any other American text-book with which 
the reviewer is familiar; and to the practitioner a thor- 
oughly reliable guide and comprehensive reference for 
general use. 

From time to time a text-book of high order has been 
allowed to degenerate by lack of sufficient effort or judg- 
ment in its revision. The preparation every few years of 
a fresh edition of a large work on surgery or medicine is 
a task which, conscientiously undertaken, is not many 
times smaller than the first writing. Da Costa well named 
his work “Modern Surgery.” It contained practically all 
that belonged to the surgery of the year in which each 
edition appeared, and very little that had been dropped 
from the equipment of the practical and progressive sur- 
aces. The fifth edition properly deserves to carry the 
title, 

The sincerity with which was undertaken the revision of 
the work for this edition, is very evident. Many of the 
sections have been entirely rewritten. Two hundred pages 
have been added. Mention of the new material incorpo- 
rated would require a list of practically all important con- 
tributions to surgery from 1903 to I There occur to 
the reviewer a few quite recent matters, however, of which 
no mention is found, e. g., arteriorrhaphy by the methods 
of Carrel and Guthrie, intraspinal injections of magne- 
sium sulphate in tetanus, and Elsberg’s aluminum medul- 
lary bone splints. There is a paragraph on the transfusion 
of blood as practiced many years ago and abandoned, but 
nothing concerning its revival by Crile’s method of arterio- 
venous suture. Probably the author thought these meth- 
ods not sufficiently advanced beyond the experimental 
stage for incorporation in this edition, or his manuscript 
was completed before they were published. 

Here and there a subject appears to be too briefly con- 
sidered. The treatment of undescended testicle is scantily 


dealt with. Whitman’s management of fracture of the 
neck of the femur might have been described in greater 
detail. The index is very voluminous—much larger than 
in earlier editions—and yet it is far from complete. 


Practical Syren A Comprehensive Text-Book for 
Students and Physicians. By MonrTGOMERY, 
M.D., LL.D.,. Professor of Gynecology, Jefferson Med- 
ical College; Gynecologist to the Jefferson Medical 
College and St. Joseph’s Hospitals, Philadelphia, etc. 
Third edition, revised. Octavo; 970 pages; 574 illus- 
trations. Philadelphia: P. Braxiston’s Son & 
1907. Cloth, $5.00 net. 

In this edition Montgomery’s text-book has been con- 
siderably enlarged and revised throughout. Chapters on 
etiology and blood examinations have been added. The 
work gives a very fair and conservative exposition of 
modern gynecology. The arrangement is good and the 
text concise, so as to facilitate reference to any particular 
subject. The illustrations, with a few exceptions, are clear 
and the drawings of microscopical slides are all well se- 
lected and well executed. The treatment advised, under 
the heading of each disease, is perhaps too broadly laid 
down to satisfy the requirements of the general prac- 
titioner, to whom this book will chiefly appeal; he would 
be more benefited by fewer and more precise directions. 

Although few criticisms are indicated, the reviewer has 
noticed several faults of omission and commission which 
might be corrected in subsequent editions. The almost 
obsolete subject of electricity in gynecology is mentioned 
in the general therapy and again discussed at length under 
the heading of fibroids; yet the important subject of local 
hot air treatment is not even referred to. Few bacteriolo- 
gists of to-day will agree with the statement that 0.5 c.cm. 
of blood suffices for a routine blood culture; and if the 
bacteriology of syphilis is to be mentioned at all the 
spirocheta pallida certainly deserves to be emphasized, 
rather than a long exposition upon Lustgarten’s bacillus. 


The Treatment of Skin Cancers. By W. S. GorrnHem, 
.D., Adjunct Professor Dermatology at the New 
York Post-Graduate Medical School and Hospital; 
Dermatologist to the City Hospital and Lebanon Hos- 
pital, etc, New York City. Third Edition, revised 
and enlarged. Duodecimo; 89 pages. New York: 
a JourNAL oF SurGERY Co., 1907. Price, 
1.00. 

In this edition Gottheil has considerably enlarged his 
little manual, first published some years ago, to include 
references to recent hypotheses concerning’ the pathology 
and etiology of cancer, and brief discussions of radio- 
therapy in the management of skin cancers. As before, 
however, the book deals chiefly with the employment of 
chemical caustics. Of these the author still prefers ar- 
senic, for most cases, which he likes best in the form of 
Marsden’s paste. 


The Great American Fraud. By Samvuet Hopkins 
Apams. Articles on the Nostrum Evil and Quacks, 
in Two Series, Reprinted from Collier’s Weekly. Duo- 
decimo; 146 pages; illustrated; paper bound. New 
York: P. F. Cottier & Son. 

Adams’ series of trenchant articles on the methods of 
quacks and nostrum makers is generally familiar. Re- 
printed in booklet form these articles constitute an in- 
valuable tract in educating the public against quacks and 
in quickening the campaign against the acceptance of 
fraudulent “medical advertising” by the press. Single 
copies of the reprint may be secured from the American 
Medical Association for ten cents; 100 copies for $4.00. 


Books Received 


Diagnosis. By Danret_N. Eisenpratu, A.B., 

.D., Adjunct Professor of Surgery in the Medical 
Department of the University of Illinois (College of 
Physicians and Surgeons); Attending Surgeon to the 
Michael Reese and Cook County Hospitals, Chicago. 
Large octavo; 476 pages; 481 illustrations. Philadel- 
phia and London: W. B. Saunpers Co., 1907. 
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Progress in Surgery. 
A Résumé of Recent Literature. 


Dionin in Diseases of the Eye. Hucn Brake 
LtiAMs, Chicago. Merck’s Archives, May, 1907. 


Dionin, a white powder and a derivative of opium, pos- 
sesses powers common to the opium group. It is used in 
I to 10 per cent. solutions, instilled into the conjunctival 
sac, in ointments of the same strength, and, when a ve 
powerful effect is desired, the powder itself is applied. 
The introduction of the drug into the conjunctival sac 
produces a sensation of burning or itching which is suc- 
ceeded by a feeling of comfort lasting several hours. In 
pathological conditions of the eye, congestion begins in a 
few moments, which is followed by edema and chemosis, 
and finally hemorrhages occur under the conjunctiva bulbi. 
With each subsequent application, the congestion and 
edema are less pronounced. Dionin is an excellent ocular 
analgesic, a vaso-dilator and a powerful lymphagogue. 

The author cites a case of gonorrheal iridocyclitis in 
which he used dionin with excellent results. Resorption of 
the exudate and breaking down of the synechie and full 
dilatation of the pupil took place within forty-eight hours. 
He uses dionin in trachoma, phlyctenular inflammation of 
the cornea in children, corneal ulcer and especially in in- 
fected wounds of the eye following operations. It is also 
useful in iritis, iridocyclitis, uveitis, hemorrhages into the 
vitreous and anterior chamber, but has not proved of much 
value in retinitis or choroiditis. In subacute and chronic 
glaucoma it will often relieve the tension and pain. 

The author concludes that when dionin is added to other 
treatment, the patients suffer less, the disease runs a short- 
er course and far better results are obtained. 


Cosmetic Operations on the Nose (Kosmetische Nasen- 
operationen). Gerrper, Konigsberg. Deutsche Medi- 
zinische Wochenschrift, March 28, 1907. 


Nasal deformities are congenital or acquired. They 
are due to changes in the bony or cartilaginous constitu- 
ents of the nose. Two varieties are met with, those due 
to “too little’ and those to “too much” material. The 
former are usually the result of lues and commonly ap- 
pear as “saddle-nose.” To obviate this defect repeated 
injections of hard paraffin are used. 

Deviations of the septum may be due to malposition 
of the bony, cartilaginous or cutaneous portions of this 
dividing wall. Resection of the cartilaginous septum, when 
it protrudes from one nasal opening, is performed by 
means of a bow-shaped incision over the convexity, ex- 
cision of a sufficient piece of cartilage and suture. If the 
bone is also involved, subcutaneous or submucous opera- 
tion through the nose is performed by means of a long 
knife, narrow saw and small bone forceps. A suitable 
piece of bone or bone and cartilage is removed, sufficient 
to overcome the deformity, and the nose is kept in its 
new position by means of a broad metal band about the 
forehead and occiput, to which a truss-like pad is fast- 
ened, which in turn is attached to the band by a piece of 
spring steel exerting appropriate pressure upon the con- 
vexity of the deformity. Hump noses are treated by intra- 
nasal operation, a piece of bone being removed in the 
transverse axis. Noses with excessively broad base are 
corrected by the submucous route, considerable portions of 
the nasal processes of the superior maxillae being removed, 
the nasal bones fractured, forced together and retained 
by orthopedic appliances. Too long or drooping noses can 
be modified by excision of a triangular piece of the car- 
tilaginous septum, the base of the triangle being anterior, 
and subsequent suture of the skin and mucous membrane. 
Then any redundancy of the soft parts is obviated by 
trimming the tissues at the opening of the nares. 

Frequently several operations on the same patient are 
necessary, because of combination of deformities. Local 
anesthesia and adrenalin injections may be used and erect 
posture of the patient is advisable. 


The Management of Acute Purulent Otitis Media and 
Its Complications. Rosert L. Loucuran, New York. 
The Post-Graduate, May, 1907. 


In recording the symptoms of this affection, Loughran 
states that pain is the first and most prominent one. It 
usually radiates posteriorly or anteriorly into the maxil- 
lary articulation, if it does not confine itself to the ear 
itself. In a few cases the pain is not sufficient to attract 
attention, which is easily accounted for where the Eusta- 
chian tube, although congested, is of sufficient patency to 
allow the fluid to drain into the throat. The temperature 
is usually 102-103°, and constitutional disturbances accom- 
pany it. Deafness is as a rule overlooked in the general 
feeling of discomfort. Objective examination shows a 
reddened external canal and a drum membrane in various 
degrees of hyperemia. At times, the presence of fluid or 
pus shows itself by a bulging of the drum and if the mas- 


toid is subsequently involved, there is a prolapse of the. 


posterior auditory membrane of the external ear. 

The conservative treatment consists in the application 
of heat, as cold often masks the main symptom—pain. 
If cold is used, it should be done with careful and fre- 
quent observation, so that an extension of the disease into 
the mastoid may be noted. If there’ is pus behind the 
drum, incision of the membrana tympani should be made 
so as to drain the cavity. The dangers of this operation 
should not be forgotten as the jugular bulb often lies be- 
neath the floor of the middle ear and may be easily in- 
jured. The complications—mastoiditis, sinus thrombosis, 
and brain abscess—should be treated in the same way, 
opening the infected area thoroughly and instituting drain- 
age. 


Injuries of the Thoracic Cavity. Grorce W. Waconer, 
Johnstown, Pa. Pennsylvania Medical Journal, May, 
1907. 

In speaking of injuries to the thorax, one must con- 
sider those that include the walls of the thorax or exter- 
nal injuries and injuries to the contents of the thorax or 
internal injuries. External injuries include all the vari- 
ous kinds of wounds it is possible to inflict on the chest 
wall such as incised, punctured, contused, gunshot, pene- 
trating wounds, etc., fractures and dislocations of the ribs, 
sternum or costal cartilages and injuries to the blood- 
vessels. These injuries are treated on general surgical 
principles. Hemorrhage from the chest walls is not dan- 
gerous except when the internal mammary artery is cut. 
The intercostal vessels are rarely injured on account of 
their position under the overhanging border of the ribs. 
Drainage in these cases should be strongly insisted upon 
on account of an infection extending inward into the pleu- 
ral cavity. When the organs contained in the thoracic 
cavity are involved, the condition is most serious. 

When ribs are broken, it is a mistake to strap or ban- 
dage the entire thorax. A few strips of adhesive plaster 
half way around the chest are all that are required. This 
rule should be followed especially in old people. With 
few exceptions ull patients with fractured ribs should be 
got on their feet as soon as possible so that the danger 
of lung complications may be lessened. If it is probable 
that the broken ends of the ribs are injuring the lungs or 
pleura, which would be indicated by hemoptysis, hemo- 
thorax, or pneumothorax, the parts of the ribs causing 
the damage should be resected, free drainage provided and 
antiseptic dressings applied. 

Dislocations of the vertebral ends of the ribs cannot be 
reduced. If the cartilages are dislocated from the sternum, 
they cannot be replaced without an open operation, pull- 
ing the cartilage into place or excising the dislocated end. 
If the sternum is fractured, the displacement being small, 
it is best to leave it alone. If it is great enough to inter- 
fere with respiration by pressure, the fracture must be 
exposed and the endeé put into position and sutured. 

The shock following injuries to the thoracic organs is 
always very great, and in many cases it is not prudent 
to attempt to stimulate the action of the heart, for by so 
doing a hemorrhage might start up again which would be 
very difficult to check. Of course, extensive operation 
under sucn conditions would be foolhardy. 


Injuries of the pericardium and heart are very danger- - 
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ous on account of the great shock which follows. Both 
of these tissues can be readily reached and certain wounds 
successfully treated by surgical means. But such opera- 
tions must necessarily be considered among the extraordi- 
nary feats of surgery and are therefore out of the realm 
of the general practitioner. 


The After-Treatment of Patients Operated Upon for 
Carcinoma of the Breast (Ein Vorschlag zur Nach- 
behandlung der wegen Carcinoma Mamme_Operier- 
ten). C. Ewatp, Vienna. Zentralblatt fiir Chirurgie, 
April 6, 1907. 


The prolonged inability of women, who have had a car- 
cinoma of the breast removed, to raise their hand above 
their head in order to comb their hair is a well-known 
fact. This disability lasts for weeks or months. The 
author, for over two years, has been in the habit of put- 
ting the arm, on the operated side, in an adhesive plaster 
extension bandage and retaining it in full abduction and 
with the hand elevated as high as the head. The extension 
is applied by means of a small piece of wood which crosses 
the palm, and is connected with the regulation gallows. 
An additional sling passes beneath the elbow. After three 
to four days the arm is occasionally lowered to the side. 
When the patient leaves her bed the arm is incorporated 
in a mittella, but at night it is again suspended. In about 
two weeks active movements enable the patient to reach 
her head without trouble. An added advantage derived 
from this posture is that axillary pockets, which favor 
hematoma formation, are prevented, because the axillary 
skin is kept on the stretch and closely applied to the un- 
derlying parts. Few patients object to the treatment and 
the discomfort has never been severe enough to require 
its discontinuance. 


Empyema and Abscess of the Lung as Sequels of 
Acute Suppurative Appendicitis. Homer Gace, Wor- 


cester. Boston Medical and Surgical Journal, April . 


II, 1907. 

From a study of a number of cases Gage concludes: 

1. That abscess of the lung and pleural empyema are not 
infrequent sequels of appendicitis, being present in not less 
than two per cent. or three per cent. of all suppurative 
cases. 

2. That the source of infection may occasionally be over- 
looked. 

3. That they may occur, although rarely, as true meta- 
stasic processes, more commonly as a result of a collec- 
tion of pus in the subphrenic space in the course of a 
general purulent peritonitis; but by far most frequently 
of all, as the result of a direct extension of an abscess 
along the outer side of the ascending colon to the right 
subphrenic space, and thence to the pleura and the lung. 

4. That these complications are by no means necessarily 
fatal; on the contrary, in those cases where the pus finds 
an outlet through a bronchus, and is discharged from the 
mouth, a favorable result may be expected. 

5. That much may be done to prevent such an acci- 
dent by more efficient drainage of those avscesses which 
lie on the outer side of the cecum, above the brim of the 
pelvis, and which, by their position, would naturally gravi- 
tate toward the loin. 


Contusion Pneumonia (Kontusionspneumonie). M. Lir- 
TEN, Berlin. Deutsche Medizinische Wochenschrift, 
March 28, 1907. 


Numerous cases are cited by the author. They all have 
in common that the patient within one to seven days 
after an accident, such as a fall from a height and striking 
upon the thorax, lifting of a heavy weight,, heavy blows 
or kicks upon the chest, etc., showed symptoms of a 
severe pneumonia. As a rule the cases were of medico- 
legal interest because insurance sotieties refused compensa- 
tion, and a suit to recover damages was instituted. At the 
time of accident the patient suffers from shock, but on 
succeeding days he usually is in fair health. The pneu- 
monia may be typical in its course, more often there is 
no initial chill, and the sputum is more brightly blood- 
Stained. Injury to the outer chest wall is rarely present, 
nor need the affected lung be directly beneath the site of 


the injury. Dry pleurisy is not uncommon, but an effu- 
sion does not occur. The course is usually severe, and 
the death rate high; probably the initial shock lowers the 
resistance of the patient. Old tubercular foci may be 
changed from a latent to an active state. The free period 
intervening between injury and pneumonia, even if the 
patient is able to pursue his occupation during this in- 
terval, should not be regarded as a proof that the trauma 
had no etiological significance. Each individual case must 
be judged on its own merits, particularly if the question of 
damages or insurance arises. 


Vascular Lesions Occurring Subsequent to Abdominal 
Section. W. A. N. Dorvanp, Philadelphia. Journal 
of the American Medical Association, May 18, 1907. 


It is the duty of the surgeon to report unusual post- 
operative accidents. Dorland calls attention especially to 
the vascular lesions—hemorrhage, thrombosis and embo- 
lism—as after-complications of laparotomy. The case of 
hemorrhage he reports, was not due to slipping of the 
ligature, but to rupture of a distended broad ligament 
vein, an accident which he considers rare, though Byron 
Robinson speaks of it as frequent, but easily explained by 
the thinness of the vascular walls caused by the develop- 
ment of the tumor and the increased vascular pressure 
from its removal, the ligation of the arteries, etc., in the 
operation. The change from the Trendelenburg posture 
after the operation also favors the occurrence of bleeding 
from an obscure open vessel or torn adhesions, as Buck- - 
master has shown; hence the abdomen should not be 
closed until after thorough ocular inspection in the normal 
position. Primary post-operative hemorrhage may be in- 
traperitoneal, due to (1) slipping or loosening of the liga- 
ture; (2) oozing from large raw surfaces; G3) spontane- 
ous rupture of pelvic veins; (4) subperitoneal hemorrhage 
from imperfect ligation of the peritoneum or connective 
tissue over and in front of the open mouth of a retracted 
vessel. In any case, the danger is from the lowering of 
tension from loss of fluid rather than from diminution in 
number of red corpuscles; hence the value of physiologic 
salt solution injection to restore the tension. The second 
case Dorland reports was one of typical, light, right-sided 
phlegmasia alba dolens occurring on the eleventh day after 
a simple salpingo-odphorectomy without complications. 
There had been no excessive handling, no evidence of sep- 
sis, the operation had not been prolonged or severe or 
hemorrhagic, and the patient was not unusually anemic 
or run down in health. There had been, however, some 
excess of traction on the left broad ligament to bring the 
diseased part in view. He remarks on the comparative in- 
frequency of post-operative thrombosis and the scantiness 
of its literature and quotes Dearborn’s suggestion that 
probably some of the cases are overlooked and that it is 
possible that some of the pulmonary complications of sur- 
gical operations may be due to this cause. He says that, 
except in the comparatively small percentage of cases re- 
sulting from sepsis, hemorrhage and severity of opera- 
tion, we do not yet know the true etiology of this curious 
and frequently fatal condition. There is here a field for 
interesting original research. The most important fact in 
the symptomatology is the persistent frequency of the 
pulse, out of proportion to the rise of temperature, and 
this occurring during convalescence from an operation 
should always suggest, as Dearborn says, the possibility 
of a thrombosis. The main point in treatment is absolute 
rest. Immobility of the affected limb, external warmth, 
emollient and antiphlogistic applications along the course 
of the thrombosed vein and thorough asepsis of the pri- 
mary wound comprise about all that can be done to re- 
lieve the patient. 


Drainage in Operations Upon the Biliary System. 
Howarp LirrentHAL, New York. New York Medical 
Journal, May 18, 1907. 


The surgery of the biliary passages is still decidedly in 
an unfinished state. The number of deaths except in un- 
complicated cases is very great and the mortality from 
operations upon common duct affections is shocking. 
Lilienthal has reached the conclusion after operating on 
over three hundred cases, that in obstructive jaundice, 
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especially of the chronic variety, the skilful employment 
of biliary drainage is the most successful measure in re- 
ducing operative mortality. The most important danger 
of chronic obstruction is cirrhosis of the liver with re- 
sultant hemorrhage and suppression of bile. He cites 
three cases illustrative of this condition, in the first of 
which a carcinoma of the head of the pancreas was found, 
in the second the patient died from shock, and in the third 
there was a secondary hemorrhage. 

_ There are two forms of hemorrhage—the recurrent va- 

riety, which may be checked by packing and pressure, and 
the second, which occurs five days to two weeks after 
operation in the form of an effusion into the rectus and 
other muscles. 
The chief essential to successful draimage is that it 
should occur gradually and a special effort should be made 
to avoid a too sudden relief of hepatic tension. Drainage is 
especially indicated in infectious cholangitis where we wish 
to remove quickly as much of the noxious material as pos- 
sible. In non-infectious and acute icterus, drainage by the 
natural channel, into the bowel, with suture of the wound 
in the duct, promises a speedy cure without the annoyance 
of a biliary fistula. 


Partial Intestinal Obstruction—Its Causes, Symptoms 
and Surgical Treatment. Eart Haran, Cincinnati. 
Lancet-Clinic, May 18, 1907. 


Harlan states that in order to ward off attacks of acute 
obstruction one must make a fixed and definite diagnosis 
in every case of chronic intestinal disturbance. He agrees 
with Seaver, of Boston, that most cases can be cured by 
operation. Although gastric inaigestion has been thor- 
oughly studied, intestinal indigestion has almost entirely 
been overlooked. All cases of digestive disorders in which 
the lesion partially obstructs the passage of the contents 
of the intestine by mechanical interference should be 
classed under the heading of partial obstruction. Among 
many of the causes of this condition he includes disloca- 
tions of single organs, tumors of the bowels or mesentery, 
diverticula, omental adhesions, irritation and congestion 
of the appendix simulating appendicitis and usually caused 
by kidney dislocation, ptosis of the cecum, uterine retro- 
versions or adhesions about the pelvic organs, etc. The 
partial obstruction is cured by correcting any of these 
causes. The cardinal principles to be kept in mind by the 
surgeon are rest and free drainage. The author strenu- 
ously opposes the operation of appendicostomy or colos- 
tomy for the cure of these cases. 


Diagnosis and Treatment of Acute Intestinal Obstruc- 
tion. Max E1nuorn, New York. New York Medical 
Journal, May 18, 1¢07. 


Einhorn states that in acute intestinal obstruction the 
impassability of the intestinal canal, as well as the re- 
yen of stomach contents, soon becomes evident. 
he main symptoms of ileus are prostration, a sensation of 
abdominal tension and colicky pains. The pain, although 
localized at first, later becomes diffuse. Belching and 
vomiting soon come on. He states that the diagnosis is 
easier to make in the first than in the later stages, because 
it is easier then to palpate the abdomen. The fecal vomit- 
ing in ileus must be especially differentiated from that of 
hysteria, cholelithiasis and nephrolithiasis. Pain is the 
cardinal symptom in pointing to the seat of the disease. 
Occlusion of the small intestine gives much more violent 
symptoms than when the obstruction is lower down. In- 
dicanuria is present early if the obstruction is high up. 
An experimental study with x-rays is described. <A 
number of frogs were given bismuth after the intestines 
had been tied off in different parts. The strictured part 
could easily be recognized by the impassibility of the bis- 
muth beyond the constricted part. Although the peri- 
stalsis jn man is much more active than that in the frog, 
the same phenomenon can be seen in man. 
Surgical treatment of ileus is advocated in all cases ex- 
cept the dynamic ones where surgical treatment is not 
required. The cardinal principle is absolute rest of the 
bowel before operation. Einhorn thinks that puncture of 
the bowel is justifiable where there are reasons why an 
operation cannot be performed and where all other meth- 
ods have failed. 


Enteritis and Appendicitis (Enteritis und Appendicitis). 
E. Sonnensure, Berlin. Deutsche Medizinische Woch- 
enschrift, April 4, 1907. 

General intestinal or peritoneal symptoms in the course 
of acute infections may similate appendicitis; especially the 
gastroenteritis occurring during influenza, is difficult to 
differentiate. These influenza symptoms may begin sud- 
denly, with colicky pains and tenderness to pressure, which 
may persist after the colic has ceased. A chill, high fever 
and rapid pulse are also noted, but the number of leuco- 
cytes remains low and can be used as a differential sign. The 
presence of decomposing intestinal contents produces toxic 
and septic symptoms, and often after copious movements 
of the bowels collapse is noted. Although the appendix 
takes part in inflammations of the rest of the bowel, true 
appendicitis in this connection is uncommon. ‘The second- 
ary appendicitis seen in this class of cases is severe and 
of grave prognosis, but can be recognized by the onset 
of marked local symptoms. 

The fear of giving a purgative, for instance castor oil, 
at the onset of symptoms resembling appendicitis, is now 
as firmly fixed in both lay and professional circles that 
few have the courage to do so. Yet, if the patient is 
under close observation, and preparations for immediate 
operation are made, this danger is much exaggerated. Of 
course in cases with marked local symptoms purgation is 
contraindicated, but just where doubt is entertained and 
differentiation desired, a purgative may clear the diagnosis. 
Numerous cases are cited as examples. 


Modification of the Bassini Radical Operation for 
Hernia (Eine Modifikation der Bassinischen Radikal- 
operation der Hernien). T. Papatoannon, Athens. 
Deutsche Medizinische Wochenschrift, April 4, 1907. 


The modifications suggested by the author are incision 
of the external oblique aponeurosis, in the course of its 
fibres about 224-3 cm. above Poupart’s ligament, thus 
sparing the intercollumnar fibres and the internal pillar of 
the external inguinal ring. After the sac has been freed 
and tied off, the ends of the purse-string suture used for. 
this purpose are carried upward beneath the internal 
oblique and transversalis muscles, the one end being passed 
from within outward through the muscles, at a level well: 
above the internal inguinal ring, the other passed in the 
same direction and at the same level through Poupart’s 
ligament. When this suture is tied, the neck of the sac 
is thus fastened high above the internal ring and behind 
the solid muscular wall. The usual deep Bassini sutures 
are now inserted, and the external aponeurotic wound 
closed, this superficial line of sutures lying above (that is, 
mesial) to the deep layers. Eighty-nine cases have been 
operated by this method, during the course of the last two 
years, without a single recurrence. 


Laparotomy without Subsequent Hernia Formation 
(Bauchsschnitt ohne spatere Hernienbildung). A. 
Duurssen, Berlin. Berliner Klinische Wochenschrift, 
April 15, 1907. 

Diihrssen enthusiastically recommends for gynecological 

urposes the so-called Lennander incision. This consists 
in the following steps: The vertical skin incision is made 
two fingers from the median line, the rectus sheath is 
opened at this situation, the muscle is freed from the fascia 
and is drawn to the outer side of the wound and then the 
posterior aponeurosis and peritoneum are opened. At the 
completion of the operation, the wound is sutured in lay- 
= The edge of the rectus is also sutured to the linea 
alba. 


Primary Typhlitis without Appendicitis. CLARENCE 
McWiu1ams, New York. Annals of Surgery, June, 
1907. 

In spite of denials by certain authorities, there is no 
doubt that there does occur primary non-specific typhlitis 
unassociated with appendicitis, or with the appendix in- 
volved only secondarily. This typhlitis is usually ulcera- 
tive in character, the origin of the ulceration being re- 
garded by many, tentatively at least, as “stercoral.” Per- 
foration or rupture of the cecum, typhlitic and perityphlitic 
suppuration, and obstruction of the ileocecal valve are the 
chief dangers. McWilliams abstracts reported cases and 
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adds one of his own. Among his conclusions, we quote: 
Primary, acute and chronic typhlitis occurs independently 
of appendicitis, dysentery, tuberculosis, actinomycosis or 
cancer, and is idiopathic in origin or depends on copro- 
statis. The symptoms of primary typhlitis are usually 
identical with those of appendicitis and the indications for 
operation are similar in the two conditions. The differen- 
tial diagnosis of inflammatory typhlitis from tuberculosis, 
cancer and actinomycosis may be impossible at operation, 
in which case a section of the cecum should be removed 
for microscopical examination. The recurrence of symp- 
toms after removal of the appendix may be due to attacks 


.of typhlitis, the treatment for which consists in the regu- 


lation of the diet and the use of oil enemata, etc. 


Dislocated Spleen with Torsion of Pedicle Complicat- 
ing Pregnancy. Removal of Spleen; Delivery at 
Term. H. Meek, Ontario. British Medical Journal, 
April 20, 1907. 

The patient, aged 32, had undergone attacks of malaria 
-and typhoid in her youth. Two years previous to the onset 
of the present illness, she was suddenly taken ill with 
severe abdominal pain which, however, disappeared on the 
following day. The present illness occurred during the 
third month of pregnancy and was again characterized by 
sudden severe pain on left side of the abdomen. There 
was considerable fever. After a few days the temperature 
dropped to normal and the sharp cutting pain subsided to 
a dull persistent aching. At the examination a large mass 
was palpated in the left iliac region, slightly tender and 
extending from the pelvis to a point above the level of the 
umbilicus. It could be easily moved up and down and 
slightly from side to side. An ovarian cyst was diagnosed 
and operation advised. The mass was found to be a dis- 
located spleen and the hilum was twisted about half a 
turn. The veins were very large and appeared to be on 
the point of rupture. The patient made an uneventful 
recovery and labor occurred in due time. 


Abscess of the Mesenteric Lymph Glands. B. Homes, 
Chicago. Chicago Medical Recorder, May 15, 1907. 

There are two distinct clinical conditions that may give 
rise to mesenteric suppuration adenitis. In the first group, 
belong infections of the appendix, gall bladder and genito- 
urinary tract. In the second, typhoid fever. Such a 
gland abscess may reappear through trauma or by pres- 
sure atrophy. There have been so few cases reported that 
a definite clinical picture of rupture of a mesenteric gland 
cannot be made. If the patient is suffering from typhoid, 
the symptoms simulate those of intestinal perforation. 
Holmes reports a case of his own that is of decided inter- 
est. The patient, a physician, had undergone a severe 
attack of typhoid fever with several relapses. A hectic 
fever finally developed which was regarded as evidence 
of abdominal tuberculosis. He went away for a year or 
so. He returned in good condition and with an insatiable 
appetite. After a lengthy sleigh ride he ate a hearty dinner 
and soon after was seized with violent abdominal pain 
and died two days later with symptoms of peritonitis. At 
the autopsy, an old mesenteric gland was found to have 
ruptured into the peritoneal cavity. The gland was the 
seat of an abscess, part of which possessed a calcareous 
wall. No evidence of tuberculosis was present. 


On Congenital Strictures of the Urethra (Ueber Ange- 
borene Strikturen der Harnroéhre). C. Posner, Ber- 
lin. Berliner Klinische Wochenschrift, April 1, 1907. 

Congenital strictures may occur at the orifice of the 

urethra and are sometimes the causes of incontinence in 
children and even occasionally in the adult. In the fossa 
navicularis they occur in the form of folds and are usu- 
ally only discovered when it becomes necessary to pass a 
catheter or urethral instrument. Congenital strictures may 
also occur at the junctions of the bulbous and membran- 
ous portions of the urethra. Here they are present as 
semilunar valve like structures. Reuicvoloeicalty they are 
interesting as being the remnants of the so-called cloacal 
membrane. In addition to the ordinary symptoms of 
stricture, sometimes another symptom is present which 
tends to obscure the diagnosis, namely, hemorrhage. The 
author reports a case in a boy, eleven years of age, which 
was cured by gradual dilatation. 


A Contribution to'the Surgery of the Ureter. Norvette 
Wattace Suarpe, St. Louis, Mo. Journal of the Mis- 
sourit State Medical Association, May, 1907. 


The surgery of the ureter is beginning to receive the 
attention of the surgical world. One of the earliest opera- 
tions, ureteral anastomosis, was made by Simon in 1851, at 
St. Thomas’ Hospital. Since that time a great deal of 
experimentation has been done on animals and not a few 
operations on man. 

The author gives an extensive and excellent description 
of the anatomy of the ureter and then goes on to state 
the indications for ureteral anastomosis. In brief they 
are: I. Any condition in an operative attack within the 
abdomino-pelvic area which necessitates an interruption 
of the continuity of the ureter will demand consideration 
for the restoration of the integrity of the urinary chan- 
nel. 2. Operative casualties occurring within the abdom- 
ino-pelvic area which seriously impair or destroy the con- 
tinuity of the ureter. 3. Any pathologic condition exist- 
ing in the abdomino-pelvic area which so encroaches upon 
the ureter, whether by extension or pressure, that its func- 
tion is seriously handicapped or destroyed. 

Experiments on dogs are then detailed. In the first 
experiment, the proximal portion of a left ureter which 
was cut, was implanted into a longitudinal hole in the 
right ureter. The same operation on a second animal was 
performed. The first dog lived 18 hours, the second 48 
hours. Autopsy in both cases showed a competent ana- 
stomosis with no leakage. These experiments were car- 
ried on under adverse conditions as there were no facili- 
ties at hand for the post-operative care of the dogs. Two 
other experiments on dogs proved conclusively that a 
retroperitoneal trans-uretero-ureteral anastomosis is an 
anatomic possibility. 

In conclusion, Sharpe gives numerous abstracts of the 
work of other investigators who have reached the same 
conclusions as he has in the first set of experiments, but 
the possibility of a retroperitoneal route such as he shows 
in the latter experiments is entirely new. 


A Rapid Method for Demonstrating the Tubercle 
Bacillus in the Urine by Means of Animal Inocula- 
tion (Ein rascher Nachweis des Tuberkelbacillus im 
Urin durch den Tierversuch). A. Buocu, Berlin. 
Berliner Klinische Wochenschrift, April 29, 1907. 


The usual method of inoculating a guinea-pig subcuta- 
neously or intraperitoneally requires six to eight weeks 
before a positive or negative result can be obtained. The 
author takes twelve c.cm. of the suspected urine, centrifuges 
it five minutes and suspends the sediment in three c.cm. of 
sterile salt solution. One cubic centimeter of the suspen- 
sion is injected subcutaneously into the inguinal region 
of a guinea-pig. The skin of the inguinal fold is then 
grasped between the fingers and the small inguinal glands 
are squeezed quite vigorously several times. This pro- 
duces a “locus minoris resistentie” and in nine to ten 
days, in positive cases, the conglomerated and enlarged 
glands can be plainly felt. Spreads from the gland pulp 
show numerous tubercle bacilli. The experiments made 
corresponded exactly with the controls made by the usual 
and slower method. 


Pus Tubes in the Male. Treatment by Injections 
Through the Vas Deferens. Wma. T. Betrietp, Chi- 
cago. Medical Record, May 4, 1907. 


Belfield refers to pus infections of the seminal vesicles. 
These are sometimes gonorrheal, pyogenic or tubercular. 
The author calls attention to the frequency with which old 
gonorrheal or pyogenic infections of the seminal vesicles 
are overlooked or mistaken for prostatic abscesses, ureth- 
ritis, prostatis or even prostatic hypertrophy. Instead of 
removing the offending organs through the perineum or 
performing drainage through incision, the author advances 
injections through the vas deferens. This operation con- 
sists in opening the vas, suturing of the cut edges to the 
skin and injecting through a curved hypodermic needle 
any chosen solution into the proximal vas. By digital 
massage through the rectum, the urethral fluid can be €X- 
pressed into the urethra if desired. Through the fis 
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daily injections may be made, but the first injection should 
not exceed more than from thirty to sixty minims. When 
cure has resulted the vas can be sutured together and 
the continuity of its lumer easily restored. 


The Etiology of Puerperal Inversion of the Uterus 
(Zur Aetiologie der puerperalen Uterusinversion). 
H. Fritscu, Bonn. 
April 20, 1907. 

In the third stage of labor inversion of the uterus is due 
to three etiological factors acting either together or sepa- 
rately: very thin uterine walls; location of the placenta in 
the tundal region; strong pressure from above or traction 
from below. That some uteri are thick walled, and others 
thin, is well established, and again there are cases where 
inversion recurs at every childbirth. : 

Fritsch was called in consultation to a patient 4 days 
post partum, where inversion had occured. The tempera- 
ture was 104°. While the obstetrician had expressed the 
placenta, because of profuse hemorrhage, the inversion had 
taken place. Fritsch readily succeeded with manual repo- 
sition, and the rest of the puerperium proved uneventful. 
One and one-half years later the author himself confined 
this same patient. A small child was born, but, although 
using special care, inversion of the uterus occurred while 
expressing the placenta necessitated because of the hemor- 
rhage. Immediate reposition was readily effected. The 
patient moved to Breslau, where the accoucheur engaged 
for the succeeding pregnancy was informed by Fritsch of 
the previous occurrences two and three and one-half years 

reviously. Although no inversion took place at the third 
abor, the physician reported that the fundus at once sank 
to the level of the cervix, after the expulsion of the child, 
but as hemorrhage was slight, he had been able to wait the 
spontaneous expulsion of the placenta. 

This case proves that individual predisposition to inver- 
sion exists. The uterus was thin walled, and the placenta 
each time located at the fundus. A carelessly exerted 
pressure from above, while the uterus was relaxed, would 
readily depress such a broad fundus. Even a sudden in- 
voluntary contraction of the abdominal muscles might do 
the same. 

Formerly Fritsch amputated the fundus in persistent old 
cases of inversion, because attempts to reduce by weighted 
colpeurynter rarely succeeded, occasioned much pain and 
increased the danger of infection. He now regularly em- 
ploys Kiister’s method of splitting the posterior lip of the 
cervix and part of the fundus to permit of reinversion, fol- 
Jowed by suture. 


Appendicitis in Pregnancy. H. N. Vineperc, New 
York. New York Medical Journal, May 11, 1907. 


Appendicitis in pregnancy is a rather infrequent compli- 
cation. The author has all told collected one hundred and 
sixty-nine cases. Of two thousand cases of appendicitis 
occurring in Mount Sinai Hospital, New York City, preg- 
nancy was present in only seven undoubted cases. From 
these figures, therefore, it may be said that pregnancy does 
not predispose to the occurrence of appendicitis. Vineberg 
goes fully into the differential diagnosis between appendi- 
citis, “pains in the right side,” ectopic gestation, pyelitis 
of pregnancy, disease of the adnexa and typhoid fever. In 
regard to the prognosis, acute catarrhal appendicitis is no 
more or less dangerous in the pregnant state than in the 
non-pregnant state. In the purulent forms, however, there 
is the additional danger of interruption of pregnancy. Of 
thirteen cases reported since 1901 in which an abscess had 
formed, and which were operated upon, five patients died, 
six aborted and only two went to full term. If unoperated 
the abortion or labor may also tend to rupture the abscess 
wall and disseminate the process throughout the peritoneal 
cavity. The treatment of appendicitis in pregnancy is the 
same as in the non-pregnant state. If the attack is mild, 
the patient may be treated palliatively. If the attack is re- 
peated within a short time, the author believes in inter- 
vention. It is necessary to administer opiates for the first 
seven to eight days after the operation, to prevent abortion. 
In the presence of large abscesses, one should not do more 
than mere opening of the abscess with drainage. 


Zentralblatt fiir Gynékologie, 


Hemorrhages at the Beginning of ruberty (Ueber 
Blutungen am Beginne der Pubertét). J. Fiscurr, 
Vienna. Monatschrift fiir Geburtshilfe und Gynékolo- 
gie, April, 1907. 

Case I, is that of a young girl of 12 years, whose first 
menstruation evinced itself as a profuse, uncontrollable 
menorrhagia. Examination per rectum showed normal 
organs; hydrastis and ergotin produced no effect. Re- 
peated tamponing of vagina and uterus proving ineffective, 
curettage was finally resorted to, and controlled the bleed- 
ing. The mucous membrane removed at the operation was 
found normal. There was no history of hemophilia. 
Later another curettage was needed to control a similar 
menstrual hemorrhage. 

Case II, was that of a girl of 14 years, whose fourth 
menstruation produced very threatening anemia. There 
were also hemorrhages into the skin. Curettage stopped 
the local bleeding, but two weeks later the patient died 
from uncontrollable epistaxis. 

These hemorrhages must be regarded not as local, but 
as general manifestations of a constitutional disease. 
Hemophilia is rare in females—1 woman to 13 men—but 
it does occur, and, at times without hereditary history. In 
hemophilic patients, menstruation usually begins early, is 
profuse, often dangerous to life, and accompanied by 
bleeding in other regions—nose, mouth, gums, hemor- 
rhoidal knots and into the skin. In the author’s cases the 
typical hemophilic joint effusions were absent. 

Twelve other cases, in which menstruation at puberty 
was extremely profuse but not dangerous to life, were 
observed by Fischer. In all the local gynecological find- 
ings were normal; nor were any general diseases, or local 
troubles, sucht as carcinoma, sarcoma, fibroids or ovarian 
tumors present. In the course of acute infectious diseases, 
heart lesions (especially mitral stenosis and insufficiency), 
liver and kidney disease, malaria and chronic arsenical or 
lead poisoning, menorrhagias have been observed. The 
course of the author’s cases were not marked by fever 
or pain, and all recovered under general therapeutic meas- 
ures. Constipation may have some influence in bringing 
on the trouble, and two patients masturbated habitually. 

The literature of the subject is thoroughly discussed and 
many cases quoted. 


On the Occasional Occurrence of a Peculiarly Offen- 
sive Condition of the Liquor Amnii. M. Hanprretp- 
Jones, London. Journal of Obstetrics and Gynecology 
of the British Empire, April, 1907. 


The author reports five cases from the records of the 
British Lying-in-Hospital, in which the liquor annii was 
dark in color, thick and foul-smelling, in fact, closely 
resembling the ordinary typhoid stool. All five cases 
were long in labor; two of the children were still-born, 
but recently dead. In the last case a bacteriological ex- 
amination of the fluid showed colon bacillus and a staphy- 
lococcus. In all the cases the puerperium was uneventful, 
the lochia being profuse only in one instance. Whether 
the infection came through the Fallopian tubes and then 
penetrated the membranes, or through the bowel and 
uterine wall, or possibly along the vagina, cannot be de- 
termined. In several of the cases clear liquor annii es- 
caped for many hours, but it is difficult to believe that the 
infection of the amniotic fluid progressed so very rapidly. 
Possiblv clear fluid was due to a collection between 
chorion and amnion, which has been noted in some cases. 


The Surgical Therapy of Puerperal Processes (Die 
chirurgische Therapie des Puerperalprozesses). W. 
Latzxo. Wiener Klinische Wochenschrift, May 9, 
1907. 

Antisepsis and asepsis have not prevented enormous num- 
bers of deaths from puerperal fever. The author discusses 
only such procedures as are still in dispute, not such as 
incision of encapsulated abscesses or parametric exudates. 
Of the bacterial processes to be discussed endometritis, 
metrophlebitis and peritonitis are the chief. Retention of 


the placenta or membranes is of importance only up to 
the fifth month, except in rare instances; the underlying 
infection here is saprophitic and is promptly cut short 
by emptying the uterus. At term the infection is pyogenic 
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and is not affected by curettage, etc. Of the former vari- 
ety Latzko treated one hundred and seventeen cases. 

Hysterectomy for localized infection, septic endometritis, 
would frequently be in place if the indications could be 
determined. The author has performed this operation 
five times, with two recoveries—the one recovery appeared 
uninfluencerd by the interference, the other subsequently 
developed a septic lung abscess, but was benefited by the 
operation and also recovered. 

Of the four hundred and seventy cases of infection 
in the hospital one hundred and twelve died. If the one 
hundred and seventeen abortions, and cases of exudates, 
etc., are subtracted, a smaller number of real cases of 
puerperal sepsis remain, of which fully thirty per cent. 
died. Is it advisable to wait for absolute indications be- 
fore operating, in a disease with such a high rate of mor- 
tality? Infections limited to the uterus are naturally most 
favorable to operation, but thrombophlebitis and bac- 
teriemia are not positive contraindications if the general 
condition remains good. 

Besides hysterectomy there is the ligation or extirpation 
of the thrombosed and infected afferent pelvic veins 
(either by the extraperitoneal or intraperitoneal route). 
Most authors demand repeated chills before undertaking 
the operation, but chills are no reliable guide. The throm- 
bosed pelvic vessels may often be felt as thick strands 
running toward the pelvic wall. Of seven cases of metro- 
phlebitis operated upon by the author two recovered. In 
three of the cases he opened the vaginal vault, bluntly ex- 
posed the thrombosed vessels and excised them. Only the 
veins should be opened, as incision and ligation of big 
arteries in this septic field may lead to fatal secondary 
hemorrhage (one case). 

Least doubtful is the treatment of puerperal peritonitis. 
Localized processes require incision and drainage; of 
twenty-seven cases twenty-three recovered. Diffuse peri- 
tonitis demands prompt operation. Of the twenty-eight 
operated cases only nine recovered. Every peritonitis case 
in which the pulse is regular, even if very rapid, should 
at once be laparotomized. If the pulse is intermittent on 
admission, active stimulation is resorted to until the gen- 
eral condition is improved. The longer the interval be- 
tween the labor and the onset of the peritonitis, the better 
is the prognosis. Latzko performs median laparotomy, 
explores the entire abdomen, irrigates and freely drains 
both the pelvis and the lumbar pockets as high as the 
spleen and liver, using tubes and gauze. In his general 
Statistics one-fifth of all puerperal fever cases had peri- 
tonitis, and of the fatal cases (one hundred and twelve), 
one-half had peritonitis alone or complicated by other 
processes. 


A Consideration of Fourteen Hundred and Forty-slx 
Persistent Occiput Posterior Cases. A. Harrar, 
New York. Bulletin of the Lying-in Hospital of the 
City of New York, March, 1907. 


About 3.5 per cent. of all the cases observed (41,800) 
were at some time with occiput posterior, and 2.4 per cent. 
were born with the face toward the pubes. In the R. O. P. 
position the head is more apt to rotate anteriorly than 
in the L. O. P. Of twenty cases of occiput posterior 
out of every one hundred labors, 80 per cent. rotate spon- 
taneously, and the rest are born posterior, only one in 
each hundred requiring interference; thus of the fourteen 
hundred and forty-six cases here recorded, ten hundred 
and thirteen were born spontaneously. The pelvic meas- 
urements were normal in nearly three-fourths of the 
cases, and only in 3 per cent. was the pelvis small. Un- 
dersized children are more apt to rotate posteriorly. It 
was found that a caput did not appear in 71 per cent. 
The length of labor averaged about sixteen hours, and 
more multipare than the usual average were noted. The 
membranes ruptured early, more than five times as fre- 
quently as in the occiput anterior cases. The perineum, 
which usually was elastic or relaxed, did not suffer dam- 
age more frequently than in anterior positions. The in- 
fant mortality was 9 per cent., the average of all the 
births being 5.8 per cent. Where interference was needed 
(two hundred and eighty-six forceps, one hundred versions, 
twenty-five manual corrections, twenty-two craniotomies) 
manual correction followed by forceps (Scanzoni) gave 


the best results for the child. The head should be manual- 
ly rotated, when in midpelvis, until in the transverse di- 
ameter, and a cephalic application of the forceps made. 
Diagnosis of the posterior position, aside from the actual 
determination of the sutures, is made probable by early 
rupture of the membranes, good pains but failure of ad- 
vance in a normal pelvis, and the so-called “parchment 
os” (edematous anterior, thinned posterior lip). When 
the head fails to advance with strong pains and the ex- 
tension increases, spontaneous rotation is uncommon. If 
the head is small and the passage easy the result will be 
good, but if the opposite applies interference is indicated. 


Report of a Case of Hemophilic Knee Joint Opera- 
tion; Recovery Under the Use of Thyroid Extract. 
J. J. Rucu, Philadelphia. Annals of Surgery, May, 
1907. 

‘The patient was a waiter, 22 years of age. There was 
no history ot hemophilia. Ilwice, aiter biting his tongue 
hemorrhages lasting 3 weeks had occurred. Since his 12th 
year, after a trauma pain and swelling of the left knee had 
occurred at varying intervals. X-ray showed thickening 
of the soft parts but not of the bony structures. Constitu- 
tional and conservative local treatment failed to relieve; 
therefore the joint was opened by a straight incision along 
the inner side of the patella. ihe synovia appeared ot 
chocolate color, were much hypertrophied and seemed to 
be on the verge of undergoing sloughing (this is said to be 
characteristic of hemopnilic joints). Atl hypertrophied 
parts were thoroughly excised, no undue bleeding being 
encountered. A drain oi silkworm gut was passed out of 
the lower angle of the wound, the rest sutured. ‘Lhe leg 
was dressed two days after operation, when very profuse 
bleeding was encountered. lt was controlled by pressure 
and ice externaily. Much pain was complamed o1 by the 
patient. Five days later, when the second dressing had to 
be done en account of rise of temperature, the bleeding re- 
curred. Caicium chlorid brought no improvement. Gela- 
tin and adrenalin were now administered. The blood, 
under this medication formed a voluminous, very elastic 
clot, but the oozing continued undiminished. The edges 
of the wound had separated and showed an unhealthy 
granulating surface. ‘Lhe knee was much swollen and the 
general condition discouraging. Thyroid extract gr. v, 
three times daily was now given, followed by immediate 
improvement. In three days the oozing ceased and con- 
valescence progressed rapidly. While still in the hospital 
he bit his tongue during dinner, but the recurrent bleed- 
ing was not severe. There has been nearly complete 
restoration of function in the knee and the patient is again 
able to follow his vocation. 


Further Observations on Epiphyseal Separation of the 
Ends of the Humerus. H. M. Luci, Cortland. 
Buffalo Medical Journal, May, 1907. 


After discussing the anatomy, pathology and etiology, 
the author goes into some detail concerning the diagnosis. 
The chief diagnostic signs of separation of the upper frag- 
ment are: 1. An abrupt projection can be felt in the 
front of the shoulder about one inch beneath the coracoid 
process. 2. The crepitus is soft. 3. The end of the shaft 
is round and smooth and has the form of a low cone. 
4. The deformity returns as soon as reduction ceases. Of 
course, the x-ray is of most value. Diagnosis of separa- 
tion of the lower epiphysis is very difficult owing to the 
rapid swelling that ensues and the frequent association of 
other complications. It is important to make the diag- 
nosis as soon after the injury as possible, and for this 
purpose the author advises the use of the Esmarch band- 
age, in order to reduce the swelling. Lhe important signs 
to be found are: 1. The lower end of the upper frag- 
ment is pushed forward and the elbow joint is pushed 
seemingly backward with limited flexion. 2. The lower 
end of the upper fragment has greater width than any 
fracture and the line of separation is nearer the bone. 
3. There is no change in relation of the three bony points. 
4. Muffled crepitus. The most effectual mode of reduction 
in separations of the upper epiphysis is that by which the 
humerus is carried forward and upward, using moderate 
extension in the perpendicular line of the body. With the 
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arm in this position, the so-called Moore dressing is ap- 
plied. This consists in a Swinburn splint fastened to the 
outer side of the arm, resting its lower end in a strip of 
adhesive plaster, while the upper end projects two inches 
above the shoulder. A notch is made at the upper end 
through which a bandage is passed under the axilla for 
purposes of extension. Separations of the lower end are 
teduced by grasping the forearm and making extension 
with the knee in the bend of the elbow, adjusting the frag- 
ments with the free hand. It is important in order to 
obtain good motion at the elbow to resort to early passive 
motion. 


Unreduced Dislocations of the Shoulder. H. B. Deza- 
tour, Brooklyn. Long Island Medical Journal, May, 
1907. 

Delatour refers to cases that have been unreduced for a 
period of no less than four to five weeks. It is always 
fair to attempt reduction in these cases by the Kocher or 
one of the traction methods, although the presence of ad- 
hesions will usually nullify such attempts. He does not 
approve of operation in every case. If there is pressure 
on the nerves, if there is no pain or atrophy and if the 
movements of the arm are not entirely restricted, operation 
should not be attempted. Nor should it be attempted in 
patients that are advanced in years. The author exposes 
the joint in the usual way and divides the fibrous struc- 
tures adherent to the bone by means of a scissors curved 
on the flat. This is to be done very carefully, remembering 
that the vessels and nerves may be in abnormal relations. 
The adhesions can be brought out by forcible movements 
of rotation or by extension. The capsule is of little use 
and can be freely divided if adherent to the glenoid cavity. 
In some cases it is necessary to divide muscular structures 
in order to reduce the head of the bone. It is necessary 
in some cases to divide only part of the muscle. Of nine 
cases reported by the author, five made excellent recov- 
eries and two gave fair results. 


The Treatment of Acute Osteomyelitis. _W.C. Woon, 
Brooklyn. Long Island Medical Journal, May, 1907. 
Two points are emphasized by the author of this paper. 
1. The extreme infrequency of a' septic periostitis without 
an underlying osteomyeltiis. 2. The possibility and often 
the advisability of removing the entire shaft of a bone 
without waiting for the involucrum to form and the se- 
questra to be differentiated. The second point is elabo- 
rated somewhat fully. The author never attempts it in 
the femur or humerus, but has done so in the tibia, fibula 
and ulna. He has also removed a large portion of the 
radius. He believes that a new bone forms more quickly 
from the periosteum and resembles the original bone more 
closely than if an involucrum is allowed to develop. He 
does not wish it understood that he does this in every 
case; he never performs this method at the time of pri- 
mary drainage. 


Successful Reduction of Dislocation of the Neck; Two 
Cases. . . SHERMAN, West Newton. Boston 
Medical and Surgical Journal, April 25, 1907. 
Sherman reports these two cases in order to again call 
attention to the simple method of diagnosis and reduction 
first offered by Walton. The conditions with which these 
cases may be confused are torticollis and spinal caries. 
“In case of torticollis, assuming the head to be rotated to 
the left, these movements will have been produced by the 
sterno-mastoid muscle on the left which will, therefore, be 
contracted. If this position is assumed in unilateral dis- 
location, on the other hand, the left sterno-mastoid will be 
lax, but the right will be put more or less on the stretch. 
In cervical caries the history is the important deciding 
factor.” Walton’s rule for reduction is as follows: “Per- 
form retrolateral flexion toward the side toward which 
= face is turned by the dislocation, then rotate back to 
place. 


Surgery in Diabetes. Joseph Wiener, New York. Med- 
tcal Record, May 4, 1907. 

Wiener offers the following conclusions: 

1. We must distinguish between diseases due to diabetes, 
and those that occur independently of the disease. 


2. All necessary operations for diseases not due to dia- 
betes should be performed just as in ordinary patients. 

3. The abdominal products (acetone, diacetic acid, beta 
oxybutyric acid, lactic acid) which circulate in the blood in 
diabetes do harm, (a) by injuring the tissues and making 
them prone to infection; (b) by acting as contributing 
factors in producing premature arteriosclerotic changes. 

4. Arteriosclerosis plays a very important rdle in pro- 
ducing diabetic gangrene. 

5. There are two kinds of diabetic gangrene: (a) that 
caused by changes in the arteries and veins; (b) that 
caused by the effect of virulent bacteria on weakened 
tissues. 

6. We should always endeavor to transform wet 
gangrene into dry gangrene. 

7. If more than three toes are affected, especially if 
peer is any cellulitis, a high amputation is generally indi- 
cated. 

8. If the infection is progressive a high amputation 
should be done. 

9. If in doubt about the site of amputation, a high am- 
putation will give the best results. 

1o. If more than one gram of ammonia is excreted in 
twenty-four hours, operation had better be postponed until 
by oe diet the amount of ammonia is considerably re- 

uced. 

11. The prognosis does not depend on the percentage 
of glucose in the urine button the degree of acid intoxica- 
tion. 

12. A strict meat diet will reduce the amount of sugar, 
but it will often bring on fatal coma by increasing acidity. 

13. Sodium bicarbonate given before and after opera- 
tion can do no harm and may do good. 

14. Ether and chloroform should be avoided as much as 
possible. 

_15. All operations on diabetics should be performed as 
simply and as rapidly as possible. 


The Vaccine Treatment of Tuberculosis in Children. 
Crive. Riviere, London. British Medical Journal, 
April 13, 1907. 


_ The author used tuberculin controlled by the opsonic 
index in a large number of cases, mostly of surgical tuber- 
culosis, and concludes that in localized tuberculosis it is a 
very valuable method of treatment. Even in less localized 
forms it has proved itself of some value. It should not, 
however, be used exclusively but only in conjunction with 
surgical methods. Even the secondary infections, present 
in open tuberculous lesions, lessen with improvement in the 
tuberculous process. The method, however, should only 
oe saeeyt by such as have made a special study of the 
subje 


Infiltrating and Metastasising Sarcoma of Rats (Infil- 

trierendes und Metastasenbildendes Sarcom der Ratte). 

. FLEXNER and J Jostinc, New York. Central- 

blatt fiir allgemeine Pathologie und pathologische 
Anatomie, April 15, 1907. 


The original tumor was obtained from the seminal 
vesicle of a rat. At first only 20-30 per cent. of the im- 
plantations were successful, but after repeated injections 
with young and rapidly growing parts of the tumor 100 
per cent. of successful inoculations were obtained. Whether 
implanted in the subcutaneous tissues, muscles or perito- 
neum, the neoplasm showed active infiltrating qualities 
and produced metastases. It invaded even the bones. 
When intraperitoneal injections were made diffuse dis- 
semination, sometimes accompanied by ascites, resulted, 
and the lungs almost regularly were the site of numerous 
miliary metastases. Successful second implantations were 
the rule in animals which already were the subject of the 
tumor; but in animals in which spontaneous cure had re- 
sulted or who proved resistant to the first injection, at- 
tempts at second implantation regularly failed. It was 
possible to reduce the virulence of the tumor cells by 
treating them wiih salt solution or photodynamically active 
analin. The morphology of the tumor corresponds to that 
of a mixed celled sarcoma. 
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